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EDITORIAL NOTICES 


THE BEHAVIOUR OF INFECTIOUS DISEASES IN 
GREATER MELBOURNE DURING THE PAST 
TWENTY-FIVE YEARS.* 


By F. V. Scnores, M.D. (Melbourne), D.P.H. (Cantab.), 


Medical Superintendent, Infectious Diseases Hospital, 
Fairfield, Victoria. 


As the statistician views the mass of figures, with 
their ratios, percentages and adjustments, from 
which he is expected to draw deductions and form 
conclusions, he must, I think, feel dissatisfied with 
the state into which it has pleased Providence to 
callhim. He is painfully aware of the many factors 
and of the existence of others beyond his ken which 
must prevent his conclusions being assessed at their 
proper value. Nevertheless it is his duty to record 
figures and facts, to tabulate them as best he may, 
and in so doing to observe and state any apparent 


a meeting of the Australian and New Zealand 


relation between two or more sets of data which 
may accord with his reason. If he is fortunate 
enough to be able to do this over a long period of 
years, he should leave all his material for those who 
follow after. The tiny spark of extra knowledge 
which comes to the next generation will illuminate 
part at least of a collected record which at present 
appears an illegible mass of figures. 

These reflections have led me to put down a state- 
ment describing the incidence and behaviour of 
certain common infectious diseases during the last 
twenty-five years in a fairly compact, fairly settled 
community which has increased in population during 
that time from a little over half a million to about 
one million. While major conclusions may be impos- 
sible, and even minor deductions and speculations 
may prove worthless, it is hoped that ultimately the 
facts set down may be of use. What a pity it is 
that no one took the trouble to write down a 
description of late convalescence in scarlet fever 
during the fatal epidemic periods of 1832 to 1870. 

It is proposed to deal, in greater or less detail, 
with two very similar diseases, scarlatina and diph- 
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theria, and two others, measles and whooping 
cough. We have not sufficient information about the 
prevalence, character and fatality of the enteric 
infections of children, or of the pneumonias, while 
interesting diseases, such as poliomyelitis and 
epidemic encephalitis, can hardly be classed as 
common. 

The early history of the four diseases mentioned 
has been described, all the available data being 
used, by J. H. L. Cumpston. In his very fine work, 
however, the author has drawn his material from 
all States and from publications and observations 
over a very long period, ending, so far as the most 
important records are concerned, some fifteen to 
twenty years ago. The present paper can do no 
more than supplement a part of Cumpston’s work, 
in so far as it deals with one limited community. 


Diphtheria. 


One chapter in the history of diphtheria in this 
country was closed with the introduction of anti- 
toxin treatment in 1894-1895 and its gradual 
adoption and more intelligent application during 
the next decade. The death rate per 100,000 of 
population in Greater Melbourne varied from 18 
to 127 during the years 1865-1893, with an annual 
average of about 60. From 1894 to 1909, which 
period brings us to the commencement of that con- 
sidered in the present paper, it varied from 63 in 
1906 to 33 in 1897, with an average of 13. Com- 
pulsory notification came into force in 1890, when 
1,305 cases were notified. From then on till 1909, 
in no single year did the notified cases exceed 
1,000, with the exception of the year 1897. There 
was then reason for complacence, and to some 
extent interest and anxiety died out. The fatality 
rate per 100 cases gradually fell from 18°8 in 1894 
to 5-4 in 1909, and it was thought that the disease 
could no longer be regarded as a serious menace to 
child life in general. 

In the autumn of 1910, however, a sudden rise in 
the incidence of diphtheria occurred in Melbourne, 
and almost simultaneously in other States, both in 
urban and rural districts. In Greater Melbourne 
the notifications rose from 893 in 1909 to 1,655 in 
1910, and 3,035 in 1911. Since that time the maxi- 
mum number has been 4,144 (in 1932) and the 
minimum 1,461 (in 1926), with an average annual 
number of 2,520. The population increased from 
565,000 to just under one million. 


Charts I ‘and II show the actual annual notifica- 
tions and the notifications per million of population. 
It is seen that while the actual number of notified 
cases was highest in 1932, the notifications propor- 
tionate to the population were higher than those of 
that year in 1911, 1912, 1916, 1918 and 1921. 
Further, that during the period 1910-1922, if we 
accept the official figures of notification, the disease 
was far more prevalent relatively than during the 
ensuing period 1922-1933. 

It is desirable to form an opinion as to whether 
this’ notable diminution is real or only apparent. 


the notable increase in notified cases during the 

period 1910-1922, as compared with that from 1890 

to 1910, was real or only apparent. 

To determine this, it is necessary to have some 
knowledge of the criteria adopted for diagnosis in 
the earlier period, 1890-1910, and unfortunately we 
have to depend largely on deductions from the 
scanty written records and observations available. 
So far as severe and acute illness is concerned, it 
is probable that the number of cases of diphtheria 
was exaggerated. Cases of acute coccal laryngitis 
following measles, for example, and of membrane 
formation in the early stages of scarlet fever were 
notified as of diphtheria. Bacteriological investi- 
gation of such cases was not undertaken so regularly 
as it is nowadays. On the other hand, for the same 
reason a number of cases of nasal diphtheria were 
missed, and the common mild infections of the tonsil 
so frequently seen in which diphtheria is present 
only as a minor factor, were commonly diagnosed 
as tonsillitis and not reported. From about 1907 
the custom arose of “swabbing all suspicious 
throats”, and since 1911 the number of mild cases 
of true diphtheria reported, which presumably would 
have been missed thirty or forty years ago, has 
been large. 

As a result of this practice it was found first of 
all that healthy contacts and then that certain 
healthy members of the general community showed 
diphtheria bacilli in swabbings from the nose and 
throat. As a consequence numerous swabbing cam- 
paigns, of greater or less extent, have been carried 
out in various parts of the metropolitan area, and 
also it has been a common practice to swab other 
members of a family in which a case of diphtheria 
has occurred. I do not believe that the number of 
reported cases arising from these latter practices 
has been great enough to be an important factor 
in the matter under discussion. Comparison over 
selected periods of the number of patients admitted 
to hospital with the total notifications, and a check 
of the hospital fatality rate with the total fatality 
rate, would indicate that the number of “technical” 
cases of diphtheria thus reported is not great. 

We may conclude that the increase in notifica- 
tions of diphtheria during the period 1910-1922 was 
partly due to: (@) notable increase in population, 
especially of children -and immigrants (see 
Cumpston’s work) ; (b) more accurate diagnosis of 
mild tonsillar cases and of cases of nasal diphtheria ; 
(c) deliberate search for diphtheria bacilli in 
healthy contacts and other persons. 

We must also allow for a number of cases of 
incorrect diagnosis of diphtheria formerly made 
and, on the other hand, for a number of missed 
cases. 

It is obviously impossible to assess the total value 
of these factors on an exact arithmetical basis. 

Over the period 1909-1933, however, I have had 
the advantage of personal knowledge of the great 
majority of all cases notified in the metropolitan 
area. During that period 62,216 cases of diphtheria 
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hospital. The area from which the hospital cases 
were drawn does not correspond exactly, but the 
discrepancy is slight. The percentage of notified 
cases admitted to hospital over the whole period 
was 83-44. From 1910 to 1920 it varied between 
66 and 90, and from 1920 onward between 75 and 99, 
being usually over 90. 

The number of deaths occurring in the Greater 
Melbourne area during the twenty-five years was 
2,193, giving a case mortality of 35%. The number 
of deaths in hospital was 1,707, the case mortality 
being 33%. As the hospital cases preponderate so 
much, conclusions arising from a study of them may 
be taken as reasonably applicable to those occurring 
among the community as a whole. 

From personal observations it would appear that, 
apart from any real increase or decrease, there has 
been an artificial increase in the scope of notifica- 
tion, due partly to a more intensive search for 
technical cases, and in my opinion this increase 
during the last twenty-five years has not been less 
than 10% and not more than 15%. During the 
preceding: period 1890-1909 it is possible that this 
artificial increase was larger, but we have no 
evidence. 

We are led further by a study of the case fatality 
figures. No opinion can be formed as to the case 
fatality rate prior to the introduction of compulsory 
notification in 1890. In that year the rate in 


Notifica- 
ear. Ds. le per ercen' le 
Million. Million. 
1 893 1,580 48 5-4 
1910 1, 2 74 128 45 
1911 5,010 130 214 4-3 
1912 2,541 4,075 130 5-2 
1913 2°412 3°720 1 1 5-1 
1914 2'164 3: 116 172 5:3 
1915 2,527 3,690 134 196 5-3 
1916 3'214 4,625 173 247 5:4 
1917 3'395 92 129 3-8 
1918 3/807 5,260 125 173 3-3 
1919 2'350 3°170 112 151 48 
1920 2°698 3/970 117 1 4:3 
1921 3°724 4.730 104 132 2-8 
1922 2'213 2'750 46 57 2-1 
1923 1/900 2'275 50 2-6 
1924 2'239 2'575 68 79 2-8 
1925 1/567 "760 41 2-6 
1926 1/461 600 37 41 2-5 
1927 1'795 945 49 2-7 
1928 2°344 2°465 74 738 3-2 
1929 2'048 2°10 60 62 2-9 
1930 2'293 250 45 45 2-0 
1931 31257 37210 75 74 2-3 
1932 4,144 4,002 100 2-4 
1933 3°581 3'610 69 69 


Thus from 1909 to 1920, 1,375 deaths occurred, 
showing a case mortality of 463%. From 1921 to 
1933 there were 818 deaths, the case mortality being 
251%. 

This shows a relative drop of 46% in the case 
mortality rate, but, as previously stated, allowance 
must be made for a slight artificial increase in the 
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Greater Melbourne was 30-65%. By 1898, after the 
introduction of antitoxin, it had fallen to 12-90%, 
and gradually fell during the next decade to 6-15% 
in 1908. 

The figures from 1909 to 1933 are as shown in 
Table I. See also Chart I. 


Cuart I. 


scope of notifications. After allowing for this, how- 
ever, it will be seen that the death rate over the 
second period was more than one-third lower than 
that over the first period. 

A number of factors and possible factors in 
bringing this about may be considered: (a) Possibly 
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a lessened toxicity in the disease. (b) Earlier diag- 
nosis of malignant diphtheria. (c) More efficient 
treatment of malignant diphtheria, in the form of 
larger dosage of antitoxin, better modes of adminis- 
tration, and the readier recognition of danger signs. 
(d) Earlier diagnosis and treatment of the milder 
tonsillar forms of diphtheria, with a consequent 
diminution in secondary laryngeal invasion. (e) A 
shifting of the relative age incidence from younger 
children to older children and adults. 

(a) The value and, indeed, the existence ofa 
lessened toxicity in the disease can be only a matter 
of opinion. It is my opinion that there has been 
no lessening of toxicity and no essential change in 
type of toxic diphtheria during the past twenty-five 
years. Occasional small groups of hypertoxic cases 
and of streptodiphtheria occur today, just as they 
did and have done all along. 

Evidence is being sought at present to determine 
the significance or otherwise of variants of diph- 
theria bacilli, to which the names gravis, mitis, et 
cetera have been given. It is necessary to find what 
association, if any, exists between the presence of 
one of these forms and the severity of the disease, 
and, further, if the variants are fixed or inconstant. 
No convincing case has yet been made, but the 
matter may turn out to be of importance. 

(b) Earlier diagnosis of malignant diphtheria has 
not been so great a factor as might be supposed. 
It is still too easy to mistake the early edema of 
the faucial pillars and soft palate for a developing 
peritonsillar abscess, and, indeed, this mistake is 
still common. Bacteriological aid is not an aid, 
but a hindrance, in this form of diphtheria. By 
the time the bacteriological results are known, the 
nature of the disease is obvious clinically. Never- 
theless, advances have been made in the general 
knowledge of this form of diphtheria. I have the 
impression that twenty-five years ago it was usually 
not recognized until membrane had appeared over 
the fauces. It is not a new thing, as appears to be 
supposed by certain present-day writers. 

(c) On the whole the amounts of antitoxin given 
in the malignant cases during the first twenty-four 
hours of treatment are rather greater than they were 
fifteen or twenty years ago, and very much greater 
than twenty-five years ago. Fifteen years ago the 
average amount in malignant cases was about 50,000 
units; now it is probably 60,000 or 70,000 units. It 
may be noted that larger amounts are now given 
also in mild cases; the necessity or value of this is 
doubtful. 


The abandonment of the subcutaneous route of ; 


injection in favour of the intramuscular and, in 
some cases, intravenous methods has been of impor- 
tance in reducing the fatality of this type of 
diphtheria. 

Of equal importance has been the more accurate 
recognition of signs indicating that more antitoxin 
is needed, at the time of the routine examination 
from twelve to sixteen hours after the first injection. 

(d) Laryngeal diphtheria may be primary or 
secondary to tonsillar or nasal diphtheria. By the 


early recognition and treatment of tonsillar diph- 
theria the incidence and mortality of secondary 
laryngeal diphtheria may be very greatly reduced. 
This reduction has taken place, notably since 1913. 
On the other hand, the incidence of primary 
laryngeal diphtheria has not diminished, and in 
“streptococcal” or “influenzal” periods the mortality 
has been high. Table II is of interest. 


TABLE II. 
Laryngeal Percentage Percentage of 
Hospital Cases per Deaths per Mortality of ryngeal 
Year. Hundred Hundred Cases needing 
Total Cases. | Total Deaths. Cases. Operation. 
1909 18 39 12-7 46 
1910 15 31 9-8 59 
1911 14 29 8-7 43 
1912 29 11-5 39 
1913 13 28 11-2 35 
1914 ll 23 9-3 29 
1915 6 19 14-7 35 
1916 8 19 10-8 33 
1917 9 23 9-5 31 
1918 8 30 9-6 32 
1919 7 31 16-3 44 
1920 10 25 10-9 43 
1921 11 42 11-5 27 
1922 12 43 7-8 32 
1923 10 50 9-3 22 
1924 15 47 8-3 23 
1925 13 43 7-6 27 
1926 47 12°5 35 
1927 1l 44 8-1 27 
1928 14 49 10°7 27 
1929 13 34 8-5 25 
1930 38 11-5 23 
1931 22 6-7 34 
1932 12 32 9-2 38 
1933 27 8-6 22 


Taken in five-yearly periods Table II reads as 
shown in Table IIT. 


TABLE III. 
Proportion of Proportion of 
Proportion of Laryngeal Percentage 
Period. Laryngeal to Deaths to Mortality of | Cases needing 
Total Cases, | Total Deaths. Laryngeal Operation, 
Percentage. Percentage. Cases ercentage. 
1909-1913 14-6 31 10-8 44 
1914-1918 8-4 23 10°8 32 
1919-1923 9-8 38 11-4 34 
1924-1928 12-2 46 9-4 28 
1929-1933 9-6 31 8-9 238 


This procedure is, of course, not arithmetically 
admissible, but gives an approximate indication and 
is adopted for the sake of simplicity. 

The fall in the proportion of laryngeal cases was 
due to the great diminution in secondary cases after 
1913, which again was due to the earlier diagnosis 
and treatment of mild faucial cases. This advantage 
was partly offset by an increase in primary laryngeal 
diphtheria during the decade 1919-1929, associated 
possibly with the great epidemics of influenza and 
measles. 

The steady fall in the proportion of laryngeal 
cases needing operation is due to earlier diagnosis 
and more efficient methods of antitoxin adminis- 
tration. The percentage mortality among laryngeal 
cases shows a slight fall, in spite of the relative 
increase of primary cases, which are more acute 
and in which operation is more dangerous than in 
secondary cases. (Also primary laryngeal diph- 
theria is practically confined to young children 
under five years of age.) 
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Age plays a large part in the incidence and 
fatality of laryngeal diphtheria, as is shown by 
Table IV, which refers to 1,240 consecutive cases 
requiring operation from 1915 to 1933. 


TABLE IV. 


Number of 
Number of 
Treen 
Operation. 
Under 1 year a af 24 14 58 
1 year -" a 159 62 39 
2 years 221 65 29 
3 years 210 35 17 
4 years 188 28 15 
5 years 148 25 17 
6 years 111 17 15 
7 years 66 9 14 
8 years 36 12 33 
9 years 30 3 10. 
to 15 years 32 11 34 
15 to 25 years 6 3 50 
to 35 years 6 4 67 
35 45 years 3 1 33 
Total is ot 1,240 289 23 


TABLE V. 
Percentage Aged 
Fatality 
Year. Percentage 
Under 5 | 5 to 10 | 10 to 15 | Over 15 
Years. Years. Years. Years. 
1909 29 33 24 14 5°5 
1910 26 36 16 22 4-7 
1911 24 38 19 19 4-1 
1912 31 44 13 10 5-0 
1913 21 44 19 16 5-1 
1914 20 45 17 18 4°7 
1915 22 38 20 21 5-1 
1916 21 41 19 19 4°8 
1917 24 45 16 15 3-9 
1918 38 19 20 2-6 
1919 36 18 21 3-5 
920 23 39 17 21 4-4 
1921 23 34 17 26 3-1 
1922 24 31 16 2-3 
1 21 25 18 36 1:8 
1924 26 28 15 31 2-7 
925 27 31 14 28 2-6 
1926 23 26 14 37 2-1 
1927 26 28 12 34 2-1 
928 25 33 13 29 3-1 
1929 28 36 13 23 3:3 
19 26 38 13 23 2-8 
1931 23 44 14 19 2-3 
1932 26 44 16 14 3-1 
1933 24 39 16 21 2-3 


In children up to the age of ten both incidence 
and fatality steadily decrease with age. 

In older children and adults the number of cases 
is comparatively small, but the fatality is even 
higher than in young children. This is due to the 
fact that in older persons the disease is apt to be 
neglected till the larger bronchi and in many cases 
even the smaller bronchioles are involved. Membrane 
may spread down the comparatively wide trachea 
of an adult without causing the urgent symptoms 
which in young children necessitate early treatment. 

(e) Table V shows the percentage of diphtheria 
cases falling into different age groups in each year. 


4500 


TABLE VI. 
Percentage. 
Fatality 
Years. Under 5 | 5 to 10 | 10 to 15 | Over 15 |Percentage. 
Years. Years. Years. Years. 
1909-1913 26 39 18 16 4°62 
1914-1918 22 42 18 19 3°74 
1919-1923 23 33 17 27 3°34 
1924-1928 25 29 14 32 2°47 
1929-1933 26 40 14 20 2-68 


incidence in children under the age of five not being 
greatly affected. In other words, the disease became 
less frequent in children of school age and more 


Taken in five-yearly periods Table V reads as 
shown in Table VI. See Charts II and IV. 

It will be seen that there was indeed a very 
notable relative increase in cases occurring in 
persons over the age of fifteen during the decade 
1920-1929. This was almost entirely at the expense 
of the age groups 5-10 and 10-15, the relative 


DIPHTHERIA « SCARLET FEVER. ANNUAL NOTIFICATIONS. 
CuHart II. 


frequent in adolescents and adults. This factor 
tended to a lessened fatality in diphtheria as a 
whole. 

A comparison of this table with Table III shows 
that during that same decade there was a very 
great increase in the proportion of deaths from 
laryngeal diphtheria to the total deaths. As 
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indicated above, this was to be expected. But a 
modifying factor exists in an increase also in the 
proportion of laryngeal cases to total cases, which 
occurred in that same decade, as shown in Table III. 

That decade followed the great influenza pandemic 
of 1919, and in it were included severe epidemics of 
measles (1920, 1923, 1925 and 1927), whooping 
cough (1920, 1924 and 1926) and influenza (1923). 

Since 1929 the proportionate incidence of diph- 
theria in persons over fifteen has been reduced, and 
in persons from five to ten has been increased to 
approximately the same as that prevailing from 
1909 to 1920. 

Table VII shows the steady fall in fatality 
affecting the various age groups over the whole 
period. 

On the whole it may be concluded that, after 
making allowance for an artificial increase in noti- 
fications due to more efficient diagnosis and a more 
comprehensive definition of the disease, there has 
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TABLE VIII. 
Classification of 41,868 Diphtheria Patients (1914-1933) according to Age and Sez. 


Under 5 5 to 10 10 to 15 Over 1 
Years. Years. 


Period. Years. Years. 
1909-1919 7:4 4°5 2-2 0-9 
1909-1926 es ee 7-2 3-8 1°6 0-7 
Whole period 1909-1933 6-7 3-4 1-6 0-7 


been a net drop in the fatality of diphtheria of 
more than one-third. 

The principal factors in bringing this . about 
have been: (a) the earlier diagnosis and more 
efficient treatment of the disease, and (b) earlier 
diagnosis and treatment of mild tonsillar diphtheria, 
resulting in a lessened incidence of secondary 
laryngeal diphtheria. 

There is no evidence to indicate a lessened 
essential toxicity of the disease, and the curious 
shifting of the age incidence has been a minor factor. 


Under 5 Years. 5 to 10 Years. 


Over 15 Years. 


Group. 


Total. 
Fatality Ad- Fatality Ad- Fatality Ad- 
Deaths. |percentage.| missions. | Deaths. |percentage.| missions. | Deaths. |percentage.| missions. | Deaths. |percen 


Fatality 
tage. 


371 6-83 7,439 217 2-92 5,736 55 
297 6°34 7,844 236 3-01 10,752 92 0°86 


3°46 
2-64 
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DIPHTHERIA * SCARLET FEVER. 
AGE INCIDENCE (PERCENTAGE) 
OVER FIVE-YEAR PERIODS. 


FATALITY PER CENT 
A, 1909-1913; B, 1914-1918; C, 1919-1923; 
D, 1924-1928; E, 1929-1933. 
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In children under five diphtheria is commoner 
and rather more fatal in males; in children from 


(A) Diphtheria: Seasonal Incidence (Percentage). 


SEASONAL INCIDENCE 


I* Quarter 
2™ Quarrer 
Quarter 
4* QUARTER 


| 


(B) SCARLET FEVER 


five to ten it is commoner and rather more fatal 
in females; in older children and adults it is far 
more common in females. 

The seasonal incidence of diphtheria is shown in 
(See Chart V.) 


» 
TaBLE IX. 

First Second Third Fourth 
» Quarter. Quarter. Quarter. Quarter. 

° Per- Per- Per- Per- 
Cases.| cent- | Cases.) cent- | Cases.) cent- | Cases.) cent- 
ij age. age. age. age. ae 
: 
1909 .. 12 | 182] 26 | 176] | 144 512 
1910 .. 174| 16 295| 27 338] 31 283 1,090 ti 
376] 19 596] 30 574| 29 442 1,988 
1912 ..-| 478] 27 614 34 441| 25 283 1,816 
1913 .. 15 35 31 340 1,756 
rence 1914 .. 274) 17 489] 30 508] 31 346 1,617 
2 1915 .. 19 571| 28 587| 29 484 2,044 
1916 .. 556| 19 977| 34 776| 26 589 2,898 
1917 .. 500] 25 586] 29 552| 27 416 2,054 
oo 1918 .. 17 981| 32 972) 31 630 3 
1919 .. 24 546] 29 490] 26 386 
1920 .. 577| 23 873] 35 607| 24 432 pe aS 
1921 .. 681; 22 | 1,206] 39 742| 24 433 
1922 .. 474| 24 735| 37 423) 21 341 

1923 311; 19 | 630) 38 | 369] 23 | 313 
2 1924 .. 486| 24 778| 39 427| 22 304 ees 
1925 .. 24 517| 34 314] 20 336 
1926 .. 22 29 417| 29 288 
1927 .. 370) 22 514) 31 441| 27 340 
1928 .. 17 750| 36 557| 27 435 
1929 .. 406] 21 601| 32 478| 25 420 
° 1930 .. 461| 22 508] 24 539] 26 587 ae 
1931 .. 626| 21 870| 30 768| 26 680 = ee 
1932 .. 781| 26 968} 32 780| 26 571 
1933 .. 26 | 1,120) 36 642) 21 518 

Totals | 11,049} 21 {17,068} 33 | 13,455] 26 |10,341) | 

E deaths in the 
four quarters 18 31 29 22 
tality factor 0-86 0-94 1-12 1:10 

tes 

A 

. 

3 

| 
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The autumnal wave begins at any time from the 
end of February to the middle of April, usually 
early in March. It reaches its peak about the middle 
of May with great regularity. March is usually a 
rather busy month, otherwise the discrepancy 
between the first and second quarters would be 
greater than it is. After the decline begins at the 
end of May no regularity is to be observed. 
Frequently a considerable rise occurs in November. 
January is invariably one of the two quietest 
months. 

It will be seen that the fatality of the disease is 
much greater in the third and fourth quarters than 
in the first and second. 

It may be possible to get a little further informa- 
tion as to any changes in character of diphtheria by 
taking the incidence of diphtheritic paralyses along 
with the fatality rates for each year. 

A malignant case of diphtheria inefficiently 
treated will result fatally; such a patient efficiently 
treated may recover, but with paralysis. 


Or, to put it another way, 10 malignant cases 
inefficiently treated = 10 deaths; 10 efficiently 
treated = 5 deaths, 5 recoveries, with paralysis 
probably in 4. During the past twenty-five years 
treatment of malignant diphtheria has become more 
efficient, and an increase in paralysis rate as com- 
pared with death rate is to be expected. The increase 
in both rates in the year 1932 was due to the fact 
that owing to lack of accommodation restriction of 
admissions to hospital was necessary, and for a 
period serious cases only were taken. 


TABLE X. 
Fatality Paralysis 
Year. Percentage. Percentage. Resultant. 
1909 . 5°5 7-1 12-6 
1910 . 4°7 7°3 12-0 
1911 4-1 5-8 9-9 
1912 5-0 6-4 10-4 
1913 5-1 6-2 11-3 
1914 4-7 5°3 10-0 
1915 5-1 7-0 12-1 
1916 4°8 4-9 9-7 
1917 3-9 6-2 10-1 
1918 2-6 4-4 7:0 
1919 3-5 3-3 6-8 
1920 4-4 3-7 8-1 
1921 3-1 4-9 8-0 
1922 2-2 3-8 6-0 
1923 1-8 2-7 4°5 
1924 2-7 3-4 6-1 
1925 . 2-6 5-0 7-6 
1926. 2-1 2-6 4:7 
1927 2-1 1-8 3-9 
1928 3-1 5-0 8-1 
1929 3-3 4-4 7°7 
1930 2-8 5-4 8-2 
1931 2-3 5-5 7-8 
1932 © 3-3 8-8 11-9 
1933 2-3 5-5 7°83 


From Table X it would appear that diphtheria 
was of a milder nature during the period 1922-1927. 
We have seen that it was much less prevalent also 
during that period. 


The Coccal Element in Diphtheria. 
It is not possible to get a satisfactory index of 
the coccal element in diphtheria. Complications 
like bronchopneumonia vary with special factors 


like the proportion of laryngeal cases. Minor 
troubles, such as tonsillitis and adenitis of con- 
valescence, may be considered worthy of record by 
one observer only when severe, and slight cases may 
be included by another; and at the other extreme 
the definition of septicemia is not always clear. 
Otitis media is a definite and easily recognized 
entity, and is on the whole the fairest index. 


TABLE XI. 
Showing Percentage Incidence of Otitis Media. 


Year. In Diphtheria. | In Scarlet Fever. 
1909 4°7 9-2 
1910 3-8 10-6 
1911 3-3 6-2 
1912 5-0 9-4 
1913 2-8 6-4 
1914 2-5 6-9 
1915 2-0 10°3 
1916 2-0 
1917 1:9 9-4 
1918 1:7 8°5 
1919 1:3 4°8 
1920. 4-1 10°3 
1921 2-0 7°5 
1922 1-6 4:7 
1923 2-5 4°9 
1924 2-6 5-3 
1925 3-9 5-9 
1926 3-9 4°7 
1927 6-2 
1928 3-2 10-2 
1929 3-7 8-3 
1930 3-1 10-8 
1931 2-3 
1932 2-4 12-4 
1933 2-6 


For purposes of comparison, the incidence of 
otitis media in scarlet fever also is stated. No very 
definite conclusions can be drawn. It may be noted, 
however, that in 1920, the year following the great 
influenza pandemic, there was a pronounced rise in 
otitis media both in diphtheria and scarlet fever. 
The table will be referred to again when scarlet 
fever is being discussed. 


Scarlet Fever. 


Since the disastrous years 1875-1876 no really 
great epidemic of scarlet fever has occurred in 
Melbourne. At that time the population of the 
metropolitan area was under a quarter of a million, 
and during the epidemic, lasting less than two years, 
there were 1,298 deaths from scarlet fever. At the 
present time a similar epidemic with a similar 
fatality in the metropolis would result in 5,200 
deaths and would be regarded as a major calamity. 
Until 1882 the disease remained prevalent, though 
with a very greatly reduced fatality, and the annual 
mortality rate per 100,000 of population averaged 
16. Never since 1882 has the figure been higher 
than 5-5, and in several years it has dropped below 
1-0. 

Minor epidemics occurred in 1890, 1894, 1897, 
1903, 1909 and 1931-1933. For the periods 1882-1890, 
1898-1902, 1904-1908 and 1911-1915 the incidence of 
the disease was negligible and the mortality almost 
nil. From 1916 to 1930 it was fairly prevalent, the 
morbidity rate per 100,000 varying from about 75 
to about 190. 
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Table XII gives the number of cases of scarlet 
fever notified annually, and the morbidity rate per 
million of population. (See Charts VI and II.) 


TABLE XII. 
Scarlet Fever Morbidity and Mortality in Greater Melbourne. 


Rate per Rate per Fatality 
Year. | Notifications. Million. Deaths. Million. | Percentage. 
1909 .. 2,223 3,940 28 49 1:3 
1910 .. 752 1,290 16 27 2-1 
1911 .. 307 505 4 7 1-3 
1912 .. 190 305 2 3 1-1 
1913 .. 151 230 4 6 2-7 
1914 .. 289 430 2 3 0-7 
1915 .. 442 645 6 9 1-4 
1916 .. 886 1,420 15 22 1-7 
1917 . 1,182 1,660 24 34 2-1 
1918 . 1,365 1,890 25 34 1-9 
1919 . 854 1,155 24 32 2-8 
1920. 1,085 1,420 22 29 2-0 
1921 . 1,427 1,810 10 13 0-7 
1922 . 1,071 1, 7 9 0-7 
1923 . 1,150 1,375 14 17 1-2 
1924 . 1,676 1,925 17 20 1-0 
1925 . 785 880 Q 10 1-2 
1926 . 698 765 7 8 1-0 
1927 . 1,415 1,520 12 13 0°8 
1928 . 1,420 1,500 10 1l 0-7 
1929 . 1,006 1,035 8 8 0-8 
1930 . 1,274 1,290 0-7 
1931 . 2,442 2,310 21 21 0-9 
1932 “2,795 2,710 26 1-0 
1933 1,64 1,660 8 8 0-5 


As was the case with diphtheria, for purposes of 
detailed examination it will be found convenient 
to deal with the hospital cases only. During the 
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NOTIFICATIONS 
PER MILLION 


and rubella a number of cases of these diseases are 
erroneously diagnosed and reported as scarlet fever. 
The hospital cases therefore give a reasonable 
indication of the disease in the community as a 
whole. 

Table XIII shows the number of patients 
admitted to hospital and the seasonal incidence. 
(See Chart V.) 

As with diphtheria, the incidence is greatest in 
the second quarter, and this is particularly the case 
in epidemic years. 

As with diphtheria also, the fatality is much 
greater in the third and fourth quarters than in the 
first and second, and lowest in the first. 

The factors of more comprehensive notification 
and more accurate diagnosis, which were considered 
in relation to the fall in fatality of diphtheria over 
the twenty-five years, do not operate so greatly in 
scarlet fever. This disease as a rule is easily recog- 
nizable without bacteriological aid, and the notifica- 
tion of scarlatinal “carriers” is not sufficient to 
affect the position. 

Nevertheless the fall in fatality has not been so 
great as is indicated by the figures relating to 
hospital patients. For the first few years of the 
period under review the percentage of notified cases 
admitted to hospital was comparatively small and 
contained a larger proportion of severe and com- 
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whole period 1909-1933, 26,125 cases of scarlet fever 
were notified and 21,027 patients were treated in 
hospital, or nearly 80%. The true percentage is 
really rather larger, as during epidemics of measles 


plicated cases. Table XIV shows the real fall in 
fatality over a series of five-year periods. 

The disease is slightly more common in females 
than in males under five, half as common again in 
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Third Quarter. 


Cases. 


Percentage. 


16 
21 


SSRSSERE 


Totals 4,598 


= 
= 
= 


Percentage of deaths 16 30 


27 


27 


100 


Relative mortality factor 0-73 0-97 


1-13 


1-17 


' Introduction of scarlet fever antitoxin. 


females from five to ten years, and twice as common Tamas XVI. 
- “aegh Incidence According to Age. (See Chart VII.) 
in females over ten years of age. The fatality in po. 
i i i . i i Percentage 
adult females is higher than in males ; this is | 
accounted for partly by the inclusion of some ears. | Years. | Years. | Years. | Percentage. 
puerperal cases. 
TaBLe XIV. 1909 18 41 23 18 2-7 
1910 17 43 24 16 4:0 
of Notified | Fatality Rate | Fatality Rate 1913 18 34 26 22 2-5 
Period. Cases Admitted) of all of Hospital 1914 14 37 18 31 0-8. 
to Hospital. | Notified Cases. Cases. 1915 13 42 33 22 2-0 
1916 15 31 23 31 2-0 
1917 17 43 19 20 1:8 
1918 17 39 22 1-9 
1909-191 1:5 2-6 1919 15 37 23 25 2-2 
1914-1918 69 1:7 1-5 1920 14 30 24 32 2-4 
1919-1923 77 1-4 1-6 1921 15 37 26 0:7 
1924-1928 93 1-0 0-9 1922 ; 17 39 17 26 1-0 
1929-1933 76 0-8 1-0 1923 | 16 35 17 31 1-2 
1924 ; 17 33 21 29 1-0 
1925 : 18 35 20 27 1:2 
1926 . 18 35 15 32 1-4 
Arranged in five-year periods Table XVI will be | = = 
The remarkable similarity of Table XVII to the 1931 33 40 M4 38 9-7 
corresponding one for diphtheria is shown in | ig933 : 21 36 15 28 0-9 
Chart IV. In both diseases there was a rise in the 
proportion of adolescents and adults over the middle 
period 1914-1928, reaching its maximum in the 
TABLE XV. 
Classification of 18,671 Scarlet Fever Patients (1914-1933) according to Age and Sex. 
Under 5 Years. 5 to 10 Years. Over 10 Years. . Total. 
Ad Fatalit Ad- Fatalit Ad Fatalit Ad. Fatality 
y y - y - 
missions. | Deaths. | Percentage} missions. | Deaths. | Percentage] missions. | Deaths. | Percentage . | Deaths. | Percentage 


56 
59 


3-29 
3-24 


2,768 
4,027 


2,670 
5,678 


37 


0-33 
0-65 


1-30 
1:16 


3-26 6,795 


8,348 


0-55 


1-22 
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First Quarter. Second Quarter. Fourth Quarter. 
Year. Total. Percentage. 
Cases. Percentage. Cases. Percentage. Cases, Percentage. 
1909 .. at 181 22 342 135 | 172 21 830 
1910 .. af 48 18 116 84 27 10 275 
1911 .. ss 22 17 37 31 41 31 131 
1912 .. es 24 28 25 14 23 27 86 
1913 .. 18 23 15 8 37 48 78 
1914 .. a 21 16 26 49 36 27 132 
1915 .. i 47 19 * 42 76 85 34 250 
1916 .. 87 15 163 174 175 29 599 
1917 .. a 108 12 217 240 311 35 876 
1918 .. “6 180 18 261 299 236 24 976 
1919 .. ia 161 22 162 194 198 28 715 
rt 1920 .. 7 230 24 352 238 127 14 947 
1921 .. ba 257 26 350 227 140 15 974 
1922 .. nee 191 24 264 188 165 21 808 
1923 .. oe 198 25 314 136 133 17 781 
1924 .. fs 360 26 568 287 183 13 1,398 
1925 .. ie 217 32 252 114 86 13 669 
- 1926" |. ie 106 16 190 195 191 682 
1927 .. %- 208 17 444 327 275 1,254 
1928... 4 322 24 354 330 316 1,322 
a ca gi 215 23 228 246 249 938 
1930 .. pi 204 18 326 273 288 1,091 
1931 .. a 358 19 493 574 490 1,915 
1932 .. ts 442 27 408 377 441 1,668 
1933. nn 393 30 365 221 353 1,332 
fe 22 5,037 = 4,778 23 20,727 = 
= = = 
“a pel 
Th 
thi 
in 
yei 
bei 
dij 
190 
191 
191 
192 
192 
1% 
Fa 
ti 
th 
Males 1,711 | 28 1-01 9 7,149 93 fr 
Females... 1,817 38 0-94 = 11,522 134 P 
ni 
Totals .. 3,528 115 66 0-97 46 18,671 227 ( 
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period 1924-1928 and then showing a definite fall. 
The proportion of children aged 10-15 fell steadily 
throughout. There was a fall in the middle period 
in the proportion of young children under five 
years, followed by a rise from 1924 to 1933, this 
being more pronounced in scarlet fever than in 
diphtheria. 


TABLE XVII. 
Period. under 5 | 5 to 10 | 10 to 15 | Over 15 | Fatality 
Years. Years Years. Years. | Percentage. 

1909-1913... 39 
1914-1918 .. 15 38 23 3 
1919-1923 .. 15 36 21 28 1°6 
1924-1928 .. 19 35 17 29 0-9 
1929-19383 .. 22 37 14 27 1:0 
1909-19383 .. 19 3€ 18 27 
Fatality per- 

centage .. 3-6 1-0 0:6 0:6 1-3 


Causes of Death. 


_ Fatal searlet fever is usually a generalized infec- 
tion with widespread toxic and septic effects, but 
the conditions contributing to the 267 deaths which 
occurred in hospital may be placed in order of 
frequency as follow: (i) general septicemia and 
pyemia; (ii) septic bronchopneumonia; (iii) malig- 
nant scarlet fever with Ludwig’s angina; (iv) intra- 
cranial infection following otitis and mastoiditis; 
(v) nephritis; (vi) pericarditis, myocarditis and 


ol 


Cuart VII, 


endocarditis accompanying scarlatinal rheumatism ; 
(vii) malignant toxic scarlet fever. 

Of these, the first two are by far the most frequent 
and important, and often occur as sequele of (iii), 
but also in severe septic cases without malignant 
angina. 

TaBLE XVIII. 
Complications in Scarlet Fever (per thousand cases). 


Septic 
Year. Otitis Broncho- | Carditis. | Nephritis. | Classical 
Media. |pneumonia. Relapse. 

1 92 13 4 5 
1910 106 26 7 4 4 
1911 62 16 8 
1912 94 ll 12 
1913 64 25 13 
1914 69 8 15 
1915 103 13 6 
1916 78 12 10 3 8 
1917 94 3 6 3 
1918 85 11 4 5 1 
1919 48 12 6 6 
1 103 2 13 3 
1981 yj. ee 75 6 1l 6 
1922... 47 15 6 5 
1923... oe 49 6 5 2 
1924 53 3 19 
1925 59 3 1 12 1 
1926 47 2 14 6 
1927 62 5 1 7 3 
1928 102 10 1 11 4 
1929 83 5 3 22 4 
1930 108 12 a 18 il 
1931 103 8 4 27 24 
1932 124 14 3 40 9 
1933 8 3 31 11 

cases, 

per thousand 80 9 3 16 6 
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Table XVIII shows the frequency of significant 
complications and has the advantage of being stated 
as a matter of fact and not of opinion. 

The figures for the years 1911-1914 are not of 
much importance, as the prevalence of scarlet fever 
was very low and the number of hospital cases 
small. The most striking feature is the great 
increase in complications during the period 1928- 
1933. <A fall in the percentage of notified cases 
admitted to hospital, owing to restriction of admis- 
sion of patients with mild infections, would account 
for a certain relative increase in otitis and broncho- 
pneumonia, but not in carditis, nephritis and 
relapse, which are sequel associated with persistent 
or recurrent infection. 

Scarlatinal infection during those years presented 
a very striking phenomenon, which “could be seen 
coming”. In 1928 I reported that: “The frequency 
and violence of streptococcal infections and the 


nephritis and relapse, but it is probable that some 
change in, or addition to, the types of organism 
occurred. I am of opinion that the processes of 
relapse and of nephritis are essentially the same, 
and this may probably also be said of rheumatism, 
with its occasional consequent carditis. 

During the hospital year 1932 not only did 77 
cases of acute nephritis occur among 1,904 cases of 
scarlet fever, but there were actually 58 among 
3,181 cases of diphtheria. Nearly all of the latter 
were associated with coincident streptococcal 
infection in the nose and throat. 

At the time of writing (August, 1934) infection of 
the nose and throat by hemolytic streptococci is 
still very common, as shown by bacteriological 
examination of persons suffering from measles, 
diphtheria and other diseases. ° 

I would suggest that the hemolytic streptococcus 
is a potent factor in the production of a patho- 


DIPHTHERIA * SCARLET FEVER. 


Apmissions T HosriTAr 
FoR 25 YEARS 


Cuart VIII. 


large number of streptococcal carriers detected in 
the community are matters for concern.” Strepto- 
cocci were found in the upper respiratory tract of 
an enormous number of patients admitted with diph- 
theria, measles and other diseases, and in not a few 
there was evidence of gross streptococcal infection. 
In 1929, in a congress paper, I drew attention to 
the increasing persistence of infection and the ten- 
dency to relapse, and in 1931 dealt with the matter 
in considerable detail. From March, 1931, to May, 
1933, scarlet fever was epidemic in Melbourne. The 
total number of notified cases was about 5,800, but 
there were very many cases of scarlatina sine 
eruptione and of streptococcal rhinitis in addition. 
The mere increased prevalence of streptococcal 
infection does not explain the high incidence of 


logical state which not only permits of and 
encourages the occurrence of diphtheria as a 
disease, but also results in the development of per- 
sistent or intermittent infection over periods of 
months or even years. Or, to put it shortly, that 
the hemolytic streptococcus is a potent first cause. 
not only of diphtheria, but of the worst type of 
diphtheria carrier. 

Chart V is significant from 1915 only, as for the 
period 1910-1915 the number of scarlet fever cases 
was so small. The chart shows the great tendency 
for an autumnal wave both in diphtheria and 
scarlet fever. There is no invariable relation 
between them as regards epidemic years, but the 
rise in both diseases in 1915-1916, the drop in 1919, 
the lessened incidence in 1922 and 1923, the very 
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low incidence in 1925 and 1926, and the steady rise 
in 1930 and 1931 are suggestive. During 1932 and 
1933 the admissions of scarlet fever patients were 
limited, otherwise the curve for that period would 
have approximated to that of diphtheria. (See 
Chart VIII.) 


Measles is not a notifiable disease in this State, 
and any idea as to incidence and fatality can be 
gained only by calculation of probabilities, and the 
results can be only approximate. During the twenty- 
five years 625 deaths were recorded from measles in 
Greater Melbourne. This is an understatement, as 
a number of deaths certified as due to broncho- 
pneumonia and other causes occurred as a result of 
measles. This number cannot be estimated with 
certainty, but should be allowed for, possibly to the 
extent of a 40% addition. 

Now the population of Melbourne in 1909 was 
about 550,000, and in 1933 about 1,000,000. Applying 
an average crude birthrate of 21 to an average popu- 
lation of 750,000; we arrive at a figure of about 
400,000 susceptible persons added to the population 
by natural increase over the twenty-five years. 

A number of susceptible children in 1909 had not 
yet contracted measles, but this is more than 
balanced by the corresponding number in 1933. 

Assuming that 70% of these susceptibles con- 
tracted measles (probably a low estimate), we find 
that there were about 300,000 cases of measles in 
Greater Melbourne during the twenty-five years. If 
the recorded number of deaths (625) is accepted, 
the fatality rate is about 0-°2%. Probably 03% 
would be nearer the mark, allowing for the cor- 
rection indicated above. 

Patients with measles admitted to hospital fall 
into three classes: (i) Children with complications, 
from poor homes as a rule. The fatality in this class 
of case is high. (ii) Children admitted with wrong 
diagnosis, such as laryngeal diphtheria,’ scarlet 
fever et cetera. The fatality is moderate. (iii) 
Adults, for example, nurses, soldiers in the war 
years, domestic servants et cetera. This class con- 
sists of persons from the country who thereby 
escape infection in childhood and develop it after 
arrival in a thickly populated area. The fatality 
is very low. 

Data then are lacking for a detailed study of the 
disease in all classes of patients, but it is possible 
to get fairly full information of severe and fatal 
cases and an indication of its periodicity and 
seasonal incidence. For a beginning attention may 
he given to Table XIX. 

Omitting the abnormal years 1914-1918, when 
hospital admissions consisted mainly of soldiers 
and nurses, with a consequent low fatality, a study 
of this table suggests waves of increased prevalence, 
amounting possibly to widespread epidemics of 
many thousands of cases every two or three years. 
If we accept the case mortality rate of 03% in the 
epidemic of 1920, for instance, there were no fewer 
than fifty thousand cases of measles in Greater 


TABLE XIX. 
Measles. 
Year Hospital Hospital litan’ 

08) etropo 
1914 110 1 82 
1915 1 12 
1916 79 3 14 
1917 118 5 14 
1918 48 1 4 
1919 81 4 21 
1920 474 53 154 
1921 42 1 4 
1922 20 = om 
1923 437 34 62 
1924 77 2 5 
1925 361 21 29 
1926 1 4 
1927 296 16 36 
1928 73 2 5 
1929 298 15 18 
1930 103 8 15 

18 

1933 


Melbourne, and from personal recollections I can 
almost believe it. It is possible that in this epidemic, 
however, the rate was rather higher. (See Charts 
IX and X.) 

The periodicity of prevalence is better shown by 
the table of hospital cases divided into three- 
monthly periods. (See Table XX and Chart X.) 


TABLE XX. 
Deaths 
r First Second Third Fourth r 
Year. Quarter. | Quarter. | Quarter. | Quarter..| Total. Lion 
of Popu- 
tion. 

1914 70 110 122 

1915 4 14 13 12 43 17 
1916 3 14 ad 18 79 

1917 18 4 36 60 118 19 

1918 19 _ 8 21 48 5 
1919 8 3 3 67 81 

1920 227 140 69 338 474 176 
1921 1 1 21 19 42 

1922 5 _ 1 14 20 _ 

1923 69 234 120 14 437 74 

1924 5 4 32 36 77 6 

1925 23 5 233 100 361 33 
1926 12 10 26 18 66 

1927 15 15 93 173 296 39 
1928 9 29 13 73 

1929 12 14 118 154 298 19 

1930 52 12 26 13 103 15 

1931 8 8 28 45 89 12 

1932 44 33 75 66 218 13 

1933 22 — 2 26 50 5 
Totals .. 569 520 1,017 977 3,083 


An examination of this table indicates the 
following epidemics: 

December, 1919, to October, 1920. 
December, 1922, to September, 1923. 
July, 1925, to November, 1925. 
August, 1927, to December, 1927. 
August, 1929, to January, 1930. 
September, 1931, to December, 1932. 

Of these, that of 1920 was by far the greatest, 
and also the severest. The 1923 epidemic, which 
was accompanied by a visitation of influenza, also 
had a considerable fatality rate. For the following 
decade the outbreaks were milder. 
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TaBLE XXI. 


661 
320 12 3-75 


2°55 595 19 3-19 


981 


8-61 1,840 


The periodicity of measles prevalence has lately 
been the subject of much study, especially by Stocks, 
but the present paper is not the place for a 
discussion of his conclusions. 

Table XX shows that measles is particularly a 
disease of the second half of the year. Indeed, the 
two epidemics of 1920 and 1923 account for more 
than 60% of all patients admitted during the months 
January-June over the whole period. No epidemic 
began during the months January-June. 

Of a-series of 2,705 hospital cases of measles, 865 
were among persons more than ten years of age. 
Nine deaths occurred in this group, three being of 
men and six of women. No death occurred in an 
adolescent, and the fatality was due in all cases to 
bronchopneumonia or septic infection. 

Tables XXI and XXII refer only to the 1,840 
cases in children under ten years of age. 

The principal complications noted among these 
1,840 children were as shown in Table XXII. 


TABLE XXII. 
Dupe 
Cases. 
Bronchopneumonia .. es oe ee 641 
Empyema oe oe os oe es 11 
Laryngitis necessitating operation . . én oe 47 
Laryngeal diphtheria us oe ee 29 
Panophthalmitis es we os 9 
Septicemia and pyemia.. oe oe 21 
Enteritis and co! es we ee 143 
Meningitis ee 5 
Encephalitis .. 8 


And all causes of death and practically all of 
serious invalidity were included under these heads. 

The most common fatal complication was broncho- 
pneumonia ; the most dangerous was involvement of 
the larynx in coccal or diphtheritic infection, which 
was frequently followed or complicated by broncho- 
pneumonia. In a few cases panophthalmitis and 
stomatitis were catastrophic and dreadful in their 
effects. Early gastro-entero-colitis was a dangerous, 
but not common, complication. Fatal cases of this 
in later stages of the disease occurred as a rule in 
badly nourished slum children. — 


Bronchiectasis and persistent or recurrent 


otorrhea ensued in a small but undefined number. 


Whooping Cough. 


Whooping cough is not a notifiable disease and 
our ideas as to the number of cases occurring 
annually or in any particular epidemic are vaguer 
even than those applying to measles. We have the 
same data to go upon, namely, the number of deaths 
recorded, from which can be calculated or, rather, 
estimated, the mortality rates. It is probable that 
the error in the number of certified deaths is at 
least equal to that in measles, many deaths certified 
as due to bronchopneumonia, entero-colitis et cetera 
having whooping cough as a strong contributing 
cause. Further, the manifestations of the disease 
are not always clear cut, and it is common for 
children to have the symptoms in such a mild and 
atypical form as to justify the statement made that 
they have not suffered from the disease at all. 

It is more common for children to escape recog- 
nizable whooping cough than recognizable measles. 

The greater mortality of whooping cough is shown 
by Chart IX. It is due to: (@) the tendency to 
attack infants at an earlier age, (b) the long dura- 
tion of the illness, tending to exhaustion and the 
recurrence and persistence of coccal infection. 

Measles is more violent, reaching its height in a 
few days, whereas whooping cough may take weeks. 
Measles presents more urgent and menacing 
symptoms, whooping cough frequently kills by a 
process of attrition. 

A second look at the chart shows the tendency 
for an alternation of epidemics of the two diseases. 
They are rarely prevalent together, and it is still 
rarer for the peaks of epidemics to coincide. 
Whooping cough tends to follow measles. This 
relationship of the two diseases contrasts sharply 
with that between diphtheria and scarlet fever. 

While measles epidemics are more explosive and 
the inter-epidemic years produce few cases of the 
disease, whooping cough rarely dies right down, and 
cases are never entirely absent from the hospital 
wards. 

The seasonal incidence of whooping cough may 
be studied by reference to Table XXIII, showing 
the number of deaths recorded each quarter in 
Melbourne. (See Charts IX and X.) 

Table XXIV shows the number of hospital cases 
each quarter since admissions began in 1915. 

The figures relating to measles, taken from Table 
XX, are placed at the foot to show the great 
similarity in seasonal incidence. 


Males. Females. Totals. 
Age. Admissions. Deaths. Fatalities. | Admissions. Deaths. Fatalities. | Admissions, Deaths. Fatalities. ; es 

Under 5 years... 584 67 11-47 1,245 143 11-49 
5tol0 years... 275 7 ey 
= 88 8-98 859 74 162 8-80 
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. TaBLE XXIII. 
Deaths from Whooping Cough in Melbourne. 
Deaths 
Year. First Second Third Fourth Total. 
909 28 14 12 14 68 120 
910 10 2 4 4 
911 3 2 2 6 13 21 
912 14 18 33 52 117 188 
913 20 2 3 2 27 42 
8 4 17 29 58 87 
9 7 12 35 63 92 
23 9 16 9 57 82 
il 6 9 15 41 57 
14 39 58 
2 1 4 18 25 
12 40 58 115 151 
5 2 _ 27 34 
8 11 8 32 40 
4 2 2 10 12 
26 83 29 155 179 
3 3 _ 17 19 
2 34 60 99 109 
2 4 5 22 24 
3 10 13 33 35 
5 17 21 55 57 
8 6 16 39 40 
3 6 22 41 40 
2 1 7 18 18 
2 7 16 29 29 
346 441 1,213 
Measles 123 122 188 192 625 


Total. 

1915 _ ~ 10 14 24 
1916 6 8 14 17 45 
1917 6 4 11 21 42 
1918 10 3 15 11 39 
1919 ll 4 1 3 19 
1920 2 9 41 52 104 
1921 24 _ 1 31 
1922 8 8 12 10 38 
1923 8 3 5 16 32 
1924 26 73 137 35 276 
1925 26 6 4 12 48 
1926 1 22 113 105 241 
1927 40 1 — 17 58 
1928 17 15 38 28 98 
1929 32 14 47 63 156 
1930 37 29 45 36 147 
1931 32 10 21 25 88 
1932 23 3 11 28 65 
1933 5 3 238 62 98 

Totals 314 220 559 556 1,649 

Measles. 569 520 1,017 977 3,083 


Whooping cough also is a disease particularly of 
the second half of the year. Epidemics rarely arise 
before June-July, and none began in the first 
quarter. 


TABLE XXV. 


Epidemics occurred from: 
June, 1920, to February, 1921, 
December, 1923, to January, 1925, 
June, 1926, to February, 1927. 


From 1929 to 1932 was a period of increased 
prevalence, as with measles, but there were no 
pronounced rises and falls. 

Epidemics of measles and whooping cough tend 
to alternate. 

Table XXV shows the classification of a series 
of 1,453 hospital cases of whooping cough subdivided 
according to age and sex. 


The principal complications recorded among these 
1,453 patients were as shown in Table XXVI. 


TABLE XXVI. 


Complication. Number 


Empyema ee oe es ee 5 
Gastro-enteritis and colitis . . Ke an 132 


Bronchopneumonia was present in nearly all 
fatal cases. Gastro-enteritis and colitis were more 
common in the warm than the cold months, but 
occurred also in the latter, and when developing in 
under-nourished and weakly children, especially 
infants with a history of difficult feeding, caused 
many deaths. 

Convulsions were common as a terminal com- 
plication. In some cases death occurred a few hours 
after the first convulsion. The diagnosis of intra- 
cranial hemorrhage was made in thirteen, but pos- 
sibly this complication was present in others 
recorded simply as “convulsions”. 


Whooping cough takes toll of the weaklings, the 
delicate, malformed and starved, but too much 
damage is done also to children hitherto healthy. 
Too many children date their invalidity from a 
severe attack of whooping cough at an unfortunate 
time, in the wet windy months or shortly after 
weaning. Convalescence is often slow and unsatis- 
factory. It is to be hoped that further knowledge 
as to the actual cause of the disease will make some 
means of prevention or attenuation possible. 
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No attempt has been made in this paper to state 
or indicate methods of attacking the problems 
presented by these four diseases. It is hoped that 
the facts set down may be of use to those of us 
whose business it is to do so. 


<n 


Reports of Cases. 


LYMPHCEDEMA OF THE LEG. 


By T. J. Brees, M.B., Ch.M., 


Honorary Assistant Physician to the Out-Door Department, 
Mater Misericordie Hospital, North Sydney. 


Clinical History. 


G.J., aged forty-eight years, is a returned soldier having 
served in France and Egypt. His complaint began ten 
years ago, with the sudden onset of nausea, vomiting, 
headache and fever. On the following morning it was 
noticed that the left leg was very swollen from the toes 
up to the knee; and the skin of this part was bright red. 
With rest, the redness subsided, together with the con- 
stitutional symptoms, but the swelling of the leg remained. 
During the subsequent six years he had two similar acute 
attacks at intervals of three years; and in the past four 
years he has had three more attacks, each necessitating 
two weeks’ rest in bed. Two weeks ago he developed a 
subcutaneous abscess of the dorsum of the left foot, which 
was incised and drained. During and between these 
attacks the leg has remained very swollen, the swelling 
receding somewhat overnight with rest and being 
aggravated during the day while he is up. It aches with 
a tensive feeling. 

On examination during attacks there is marked edema 
of the left leg from the knee downwards, which pits only 
slightly on pressure; the overlying skin is hot, tender, 
tense and bright red, the upper level of the redness being 
well demarcated by a circular line round the leg. In 
between the attacks the edema is present without the 
skin changes. There is no distension of the superficial 
veins, and the superficial arteries are palpable in the 
usual sites of the limb. The general examination did not 
reveal any other abnormality. 

The diagnosis made was lymphedema of the leg with 
recurrent attacks of erysipelas. 

Investigation yielded the following information. The 
full blood count showed a slight leucocytosis of 11,880 per 
cubic millimetre (neutrophile in type). The blood failed 
to react to the Wassermann test; the carbon dioxide com- 
bining power of the blood was normal, Repeated examina- 
tiens of the blood for the presence of filariasis were made, 
but no filarie were found. No abnormality of the bones 
of the leg was detected by X ray examination, and the 
report of the X ray examination of the accessory nasal 
sinuses was normal. 


Comment. 


The salient features of this case are: (i) The condition 
was acquired. (ii) The onset was spontaneous at the age 
of thirty-eight years. (iii) There was no familial history 
of the disease. (iv) The condition remains unilateral 
after the lapse of ten years. (v) There was no antecedent 
history (@) of surgical interference of the lymph glands 
draining the leg, (b) of adenitis, (c) of lymphangitis, 
(d) of obliterative thrombo-phlebitis. (vi) There was no 
antecedent history of recurrent attacks of bacterial 
invasion, either locally or generally; but there is the 
history of recurrent attacks of erysipelas and subcutaneous 


abscess formation locally at the time of and/or since the 
onset of the disease. (vii) There was no associated 
filarial infection. 

In regard to the sixth feature, Sistrunk® has drawn 
attention to the fact that “true elephantiasis may occur 
independent of lymphatic or venous obstruction and solely 
as a result of repeated attacks of streptococcic infection”’, 
and that “it seems likely also that the condition may 
develop through the blood stream during the presence of 
a streptococcic infection in another portion of the body”. 


Further interesting points concerning this case are: 
(i) The infrequent occurrence of lymphedema in private 
general practice in this country; (ii) the pathology of 
lymphedema is still obscure in the majority of cases; 
(iii) the apparent general lack of success that attends 
the treatment of this condition, whether medical, physio- 
therapeutic or surgical; (iv) the publication of an article 
in a recent issue of The British Medical Journal by Gillies 
and Fraser,” in which is reported an experimental plastic 
operation performed by them last year for the relief of 
lymphedema of the leg and the apparent success that 
has attended it. : 

Osman has referred to a group of cases of edema of 
the feet, ankles and legs, particularly in debilitated females, 
in which the edema is of unknown exact origin. He says 
it is usually associated with and is probably due to an 
underlying “acidosis”. He reported favourable results in 
these cases from large doses of alkalis administered by 
mouth, sufficient to raise and maintain the plasma bicar- 
bonate to a normal level. The carbon dioxide combining 
power of the blood in the case here reported was 67 
volumes per 100 cubic centimetres of plasma, the normal 
reading being 60 to 70 volumes per 100 cubic centimetres 
of plasma. However, large doses of alkalis were given, 
but without response. 

The Kondoleon™ operation, first performed by Kondoleon 
in 1912 for the relief of lymphedema and elephantiasis, 
does not appear to have met with universal success, 
although Americans, notably Sistrunk,” have reported 
favourably on their results. 

Hollies and Fraser” have added interest to the subject 
in view of their recent experimental operation upon a 
female with lymphedema of both legs and upon whom 
the Kondoleon operation had been tried without success. 
By a series of tests they satisfied themselves that: (a) the 
cdema was the result of lymphatic rather than venous 
obstruction, (b) the site of the obstruction was probably 
at the junction of the thigh and the trunk, (c) the 
existing lymphatics of the lower limb were patent. They 
based their operation on the belief that the existing patent 
lymphatics of the affected lower limb would unite and 
anastomose with another set of lymphatics transplanted 
and grafted into juxtaposition. They grafted a strip of 
skin and subcutaneous tissues with its lymphatics (a) 
from the volar surface of the left forearm to the upper 
and outer surface of the affected left thigh; (b) from the 
inner surface of the left arm to the left side of the 
trunk. With union and anastomosis of the set of lym- 
phatics grafted from the forearm with (a) the remaining 
patent lymphatics of the thigh and leg, (b) the set of 
lymphatics grafted from the arm, the inguinal block would 
be bridged over and drainage of the leg would be carried 
up the lateral aspect of the thigh and the side of the 
trunk eventually into the submammary group of lymphatics. 

At the time of their report, which was three months 
after the completion of the four-stage operation, they 
state that “there are no signs of swelling in the left leg”, 
and that it would appear that “a lymphatic tap below the 
obstruction is sufficient to cure the whole limb”, pending 
corroboration of their findings and results in further cases. 
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POISONING BY NICOTINE. 


By ArtHur Patmer, M.B., F.R.C.S. (Edinburgh), 


Government Medical Officer, 
Sydney. 


NICOTINE, a deadly poison, has not come into fashion 
either for murder or suicide, probably because of its strong 
odour and unpleasant taste. There have been indications 
lately that it is growing in favour for suicide, the prepara- 
tion taken being, as a rule, that used for garden purposes. 


Nicotine is certainly a very powerful poison, although 
it is not clear what amount of it constitutes a likely lethal 
dose, as very few cases are recorded in which the amount 
taken was known. It is probably a more powerful poison 
than strychnine, of which 0-03 gramme (half a grain) is 
usually considered to be a likely fatal dose for an adult. 
Taylor (ninth edition) does not venture an opinion, nor 
does Sydney Smith. Glaister gives the fatal dose of 
nicotine as 10 to 20 milligrammes. Cushny states that 
nicotine is about as poisonous as prussic acid. 


A case here recorded does not throw much light on the 
above question, but it appears to be one of fhe few in 
which the amount taken is approximately known. A man, 
aged seventy-six, was given ten drops of a nicotine solution 
in mistake for Dutch drops, and the mistake was not 
discovered for one hour. The patient was then given an 
emetic and 2-2 milligrammes (one-thirtieth of a grain) of 
strychnine, but died one hour later, two hours after being 
given the poison. The Goverment Analyst, Mr. S. G. 
Walton, reported that the stomach and contents contained 
0-01 gramme (0-15 grain) of nicotine; the liver, spleen 
and kidneys (weighing 1-5 grammes or three and one-half 
pounds) contained 0-013 gramme (0-2 grain) of nicotine. 
The liquid from which the ten drops had been administered 
contained 31% of nicotine in the form of sulphate. Ten 
drops of this liquid would contain approximately 0-12 
gramme (two grains) of nicotine. 


Reviews. 


MELANCHOLIA IN GENERAL PRACTICE. 


Tue object of “Melancholia in Everyday Practice”, in 
which Dr. Ash makes no claim to originality, is to call atten- 
tion to the frequency of the manic-depressive psychosis, and 
to emphasize the minor and less easily recognized manifes- 
tations which come before the notice of the general prac- 
titioner.. The varieties of this psychosis are discussed on 


1“Melancholia in Everyday Practice: Clinical Types, Diag- 
nosis, Treatment”, by E. L. Hopewell-Ash, M.D.; 1934. London: 
ge Pale, Sons and Danielsson. Demy 8vo., pp. 136. Price: 
8. . net. 


conventional lines according to the Kraepelinian scheme, 
The book throughout reflects current teaching, and containg 
a good deal of up-to-date text-book material. It may be 
noted that the author acknowledges the coexistence of 
psychoneurosis and psychosis, and refers to prodromal 
phases of anxiety and obsessional states in melancholia, 
hysterical manifestations (morbid suggestibility) in mania 
and to post-psychotic neurosis. The diagnosis in different 
cases depends on a careful survey of the longitudinal section 
of the case, that is, the previous history and family 
tendencies. 

Dr. Ash supports the experience of most psychiatrists 
as to the difficulty of recognizing the milder forms of 
mania, often shown by a period of unusual activity and 
elation, with enthusiasm for hobbies and general interests 
which occur as a phase lasting for weeks or months. 

There is a useful account of the psychology of involution 
and its morbid developments. The author regards involu- 
tional melancholia as a member of the manic depressive 
series, but does not support this opinion by any detailed 
evidence. 

The differential diagnosis from dementia precox and 
other conditions is adapted to the needs of the general prac- 
titioner, and proper emphasis is laid on the history 
presented by the patient or his relatives. Dr. Ash’s treat- 
ment is essentially eclectic, and he admits allegiance to no 
particular school. He does not favour the theory of auto- 
intoxication, and has no use for vaccines or for extensive 
colonic douching in the acute stage. He advocates more 
heroic doses of sedative in melancholia than are commonly 
given in general practice, provided that adequate super- 
vision is maintained, and he emphasizes the importance of 
relieving, by this means, nervous tension in cases with 
marked anxiety. The suggestions are essentially practical, 
and he draws attention to the need for a protective régime, 
especially protection against the psychiatrists’ bug-bear— 
well-meaning, but wholly misguided, interference by the 
patients’ friends. 

“There comes a time”, says Dr. Ash, “particularly in 
the recovery from the depressive phase in which melan- 
cholic patients seem ripe for reaction to any unusual 
stimulus.” Here the author suggests that vaccines, 
biochemical products and electrotherapy and other physical 
modes of treatment may be of value. While we cordially 
agree with the author in principle, we wish that he had 
given his readers a clearer indication of the arrival of 
that psychological period when stimulating treatment seems 
likely to do good. 

Dr. Ash appears not to be impressed by the claims of 
the Freudian school, but outlines a constructive psycho- 
therapy with due regard to environment, companionship 
and occupation, which is very sound. 5 © 

Every psychiatrist recognizes the importance of 
attending to those situational details which make such 
a difference to his patients. 

As the book is intended for medical practitioners who 
have not made a special study of psychiatry, one regrets 
that Dr. Ash has not paid attention to hypochondriacal and 
other trends in childhood which often appear to be a mani- 
festation of this psychosis. More important still, he might 
have emphasized cases of any age presenting outstanding 
physical symptoms, including the important class com- 
plaining of pelvic discomforts, which may be psychological 
in origin. Here above all there is a field for the driving 
home to the general practitioner that both the patient’s 
insistence on physical symptoms and his own prejudices 
may cause him to overlook a possible emotional basis. 

We should also have liked to have had Dr. Ash’s views 
as to the importance of child-bearing in precipitating or 
influencing the course of attacks of the manic depressive 
psychosis. 

With these limitations, the book amply fulfils its purpose, 
and may, therefore, be commended to the attention of 
general practitioners, and also to the junior members of 
the medical staff in mental institutions. 
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Authors who are not accustomed to preparing drawings 


or photographic prints for reproduction, are invited to 
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RICHARD RAWDON STAWELL. 


In the death of Sir Richard Rawdon Stawell the 
medical profession of Australia has lost its leader 
at a moment when it needed him most, and the 
British Medical Association has been denied the wise 
guidance and the courtly grace of the man whom it 
had chosen as its President in the coming year of 
its activities. The full extent of the calamity, for it 
is a calamity, cannot yet be gauged. Those who have 
been associated with him in the difficult and 
intricate task of finalizing the extensive arrange- 
ments for the annual meeting of the Association to 
be held in Melbourne next September find themselves 
strangely lost without him, for he inspired them 
with his quiet confidence and helped them in very 
many ways. It is perhaps natural that at the 
moment of his death medical men and women 
throughout Australia should turn their minds to 
the September meeting and to the splendid réle for 
which Stawell was cast in connexion with it. It is 
natural that every medical man and woman should 
deplore his death at such a time. Though the 


nomination to the presidency of the British Medical 
Association was the crowning episode in Stawell’s 
career, the highest tribute that the members of the 
medical profession of Victoria, and through them 
of the whole Commonwealth, could pay him, it is 
not alone his calling to this high office that will 
make him memorable. His qualities of heart and 
mind, his nobility of character, his depth of 
knowledge, his splendid example and their effects 
on his pupils and associates will inscribe his name 
on the roll of the illustrious in Australian medicine. 


Richard Rawdon Stawell took a prominent part in 
many activities. Dr. A. Jeffreys Wood has written 
in another place in this issue on Stawell’s relation- 
ship with the Children’s Hospital. Here it was that 
he laid the foundation of his reputation as a clinical 
teacher. Teachers in medicine, especially clinical 
teachers, have to present to their students not 
merely the facts about disease—its etiology, path- 
ology, treatment and so on; they have not merely 
to teach how these facts may be discovered in any 
particular case; they have to teach their pupils 
how to deal with human beings. They do this by 
precept and by example. The student remains a 
student all his life and after graduation he comes 
into contact with his erstwhile teacher in actual 
practice. The teacher who can remain the idol, 
the ideal and the friend of successive generations of 
students in these circumstances is as fortunate as 
are his students. Australia has known several 
such teachers and Richard Rawdon Stawell was 
preeminent among them. As Dr. Rowden White 
points out in his tribute, Stawell’s reputation as a 
clinical teacher at the Children’s Hospital led to his 
being invited to join the staff of the Melbourne 
Hospital. This step was surely a rare compliment, 
but it was one in which the Melbourne Hospital 
authorities showed insight and wisdom. Stawell 
was a great man and one of the factors that made 
his greatness was his clinical discernment. 
Professor W. A. Osborne has written of Stawell’s 
influence on the life of the medical school of the 
University of Melbourne, and both Dr. J. Newman 
Morris and Colonel R. M. Downes have paid a 
tribute to his devotion to the interests of the British 
Medical Association. 
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Of Stawell’s life as a whole one can say that it 
was lived to the full, that it was a life of service, 
marked by understanding and sympathy. He strove 
unconsciously for the highest and best in human 
attainment. His keenness of intellect, the strength 
of his moral fibre and his cultured mind made this 
inevitable. It is natural and fitting that efforts 
should be made to honour the memory of such a man. 
Already, through the generosity of Dr. A. E. Rowden 
White, the Sir Richard Stawell Oration has been 
endowed, but the establishment of a _ further 
memorial has been suggested. This will meet with a 
ready response from those who admired him and 
held him dear. He has, however, an eloquent and 
lasting monument in the lives of many of those 
whom he trained and taught—they will surely hand 
to those who come after what they learned from the 
master mind. 


Current Comment. 


DUODENAL EXTRACT IN DIABETES MELLITUS. 


Ir is the desire of everyone who is responsible 
for the care of patients suffering from diabetes 
mellitus that some adjuvant treatment be discovered 
to supplement the effect of insulin. Wonderful 
though the response to insulin is, and great the 
advantages in a remedy that permits the diabetic 
to live on a diet that is comparable with that taken 
by the average healthy person, there are many draw- 
backs. The fluctuations in the sugar content of 
the blood, the resistance to insulin of certain types 
of patient (meaning the physiological and not the 
psychological resistance, though this, too, is a 
troublesome factor in many cases) and the difficulty 
in handling the case that tends to become progres- 
sive make us eager to accept any real help that may 
be obtained. It is obvious that it is extremely 
unlikely that so potent a substance as insulin will 
not be absorbed readily from the digestive tract; 
if this were possible such a preparation would be 
dangerous in the extreme, as a fatal hypoglycemia 
could easily be produced. But if in some way an 
activator of the pancreas were readily available, 
good results might be possible in some cases if the 
pancreas had sufficient vitality remaining, but 
happened to be poorly. supplied with exciting 
hormones. 

Without embarking on what appear to be at 
present the shoreless seas of the hormonal regulation 
of the blood sugar, it is of interest to read of some 
work on the effect of duodenal extract. G. G. 
Duncan, N. P. Shumway, T. L. Williams and 
F. Fetter have published a brief study on the subject 


and point out that previous workers since Moore 
in 1906 have investigated the possibilities of there 
being a duodenal hormone which was set free by the 
process of digestion and which activated the internal 
secretion of the pancreas just as secretin acts in the 
case of the external secretion... Subsequent 
research workers have carried the inquiry further, 
till in 1930 Laughton and Macallum prepared a 
duodenal extract which influenced the curve of an 
induced hyperglycemia in the normal animal, but 
not in the animal from which the pancreas had been 
removed. Two years ago the same writers described 
in detail the effect of this extract on rabbits and 
dogs. This extract was used in the present investi- 
gations; it contained no secretin or insulin, and 


apparently acted only on the sugar level of the blood . 


when this was raised above the normal. It seems 
to be different from the “incretin” of La Barre, 
which lowers the normal blood sugar in animals. 


The authors rightly remark that it is not easy to 
assess the results of such an inquiry, for the good 
effects of ordinary dietetic treatment, when carried 
out over an extended period, must be allowed for; 
moreover, there are fluctuations in the conditions of 
some diabetics even under standard conditions. 
They determined as far as possible what were the 
upper limits of the carbohydrates and total calories 
tolerated by the patients, and when conditions 
seemed to be stabilized, started the administration 
by mouth of the duodenal extract. No subcutaneous 
administration of this preparation was employed in 
these experiments. The doses used were from 0-25 
to 6-0 grammes, but the authors believe that smaller 
doses may be effective. Estimations of body weight, 
blood sugar, urinary sugar, and also of the glucose 


+} tolerance curves were used to estimate progress. 


Several case records are given in detail. In one 
case it appeared that the tolerance of the patient, 
who could be controlled without insulin on a rather 
low diet, was definitely enhanced after the adminis- 
tration of the extract. In others it was found 
possible to discontinue some of the insulin given 
during and after the period of using the duodenal 
extract, though later, after the special treatment 
had been suspended, there was no permanent 
improvement in the clinical condition as judged by 
the sugar tolerance test. In one patient who was 
receiving fairly small doses of insulin the suspension 
of the insulin produced no bad effect after a period 
of duodenal therapy, and even after stopping the 
giving of the extract, not only was sugar absent 
from the urine, but the blood sugar remained at a 
satisfactory level in spite of increases in the diet. 
But it must be pointed out that this state of affairs 
is occasionally found in patients who are not 
receiving any special hormonal treatment. There 
is a distinct feeling that it may be possible in the 
future to subdivide the diabetes syndrome into its 
wtiological components; when this can be done we 
may be able to understand the different types of 
behaviour found in different patients who, with 


1The American Journal of the Medical Sciences, March, 1935. 
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diabetic states of apparently similar degree, are 
having exactly the same treatment. These considera- 
tions must make us chary in drawing deductions 
from the results of a few cases. But even allowing 
for this, it must be pointed out that the patients did 
seem to be more tolerant of dietetic advances and 
of withdrawal of insulin, and any improvement 
noticed appeared to last for a period varying from 
days to months after the suspension of the duodenal 
extract. 

The authors suggest that the prolonged beneficial 
after-results observed in some cases may be due to 
the effect of the extract on the pancreas acting in 
a fashion comparable with the action of iodine on 
the thyreoid. However, this seems premature; it 
is not certain without abundant confirmation that 
duodenal extract will do what is claimed for it. If 
it proves to be useful, it should have a definite 
place in the treatment of diabetes, but in the mean- 
time the caution should be given that no reliance 
should be placed on hormonal preparations for 
oral administration before their value is clearly 
established. 


DIET AND OBESITY. 


PerHaps medical practitioners are now not 
frequently asked about the best means to reduce 
weight, for in these days of radio talks, popular 
articles in the daily Press and dinner table discus- 
sions on the topic of “slimming” there are few who 
do not pose as authorities. Nevertheless the doctor 
often wishes to reduce the weight of a patient for 
various reasons that are concerned more with the 


- patient’s circulation, joints, or digestion than with 


his (or her) social contacts. One of the difficulties 
that arise is to secure for the patient a dietary 
that will not prove too great a martyrdom, for a 
very strict régime often asks for rebellion. The 
question then is what ration of protein can be 
ordered, a most important thing to know, since 
stringent limitations of carbohydrate and fat are 
necessary. R. W. Keeton and D. D. Bone have 
carried out some experiments on obese subjects in 
order to ascertain the effect of low calorie diets 
containing different amounts of protein.! 

These authors have previously published observa- 
tions on the dieting of the obese, and have shown 
that provided some carbohydrate is supplied for anti- 
ketogenic purposes, and protein for wear and tear, 
starvation sequele do not readily arise, as the fat 
supplies a mobile store of energy. In the present 
inquiry they studied patients in hospital, but not 
confined to bed, weighed them daily under standard 
conditions and estimat.d the basal metabolic rate 
every week. The diet employed was, of course, 
deliberately calculated to be deficient in calories, on 
the basis of the subjects’ surface area, the values 
employed being 30% and 48% below the basal 
requirements. The protein varied from 90 grammes 


1Archives of Internal Medicine, February, 1935. - 


to 13 grammes. It was noticed incidentally that 
the more obese patients lost weight more readily 
than the others, even though comparable diets were 
used in each case; the reason for this seems obscure. 
No light was shed on the unsettled problem of the 
effect of obesity on the specific dynamic action of 
food, for the higher protein values did not produce 
any definite alteration in weight loss, in spite of the 
presumably greater fillip to the metabolism. But 
without going further into this question, it may 
be said that these workers found that equal degrees 
of weight loss were observed whether the patients 
received high or low amounts of protein. The diets 
used supplied only about 55% of the actual caloric 
needs of the subjects studied, and the remainder was 
obtained from stored fat. As regards the metabolic 
studies, it was found that there was no lowering of 
the metabolic rate accompanying this deliberate 
under-nutrition, even though the period of observa- 
tion lasted from eight to fifty-three weeks. Further, 
while the normal person when subjected to under- 
nutrition adapts himself automatically to a lowered 
energy intake and preserves his store of body fat 
against undue depletion, the obese subject has an 
abundance of reserve fat, and no such mechanism is 
necessary. 

These observations accord with the rough clinical 
findings of the physician who attempts to reduce the 
weight of obese patients by deliberate under-nutri- 
tion, but they also give good reasons for allowing 
a reasonable latitude in the matter of protein in the 
diet, a point on which some have felt rather without 
guidance. If it is desired to place the amount of 
protein allowed at a very low level, it is interesting 
to realize that the supplies of stored fat in the obese 
protect him from undue loss of nitrogen. Though 
this has no bearing on the experimental work here 
described, it should be pointed out in conclusion 
that in order to draw up a satisfactory weight- 
reducing diet it is essential not only to alter the diet 
qualitatively, but quantitatively. This truism is so 
obvious that it is sometimes overlooked. No 
reducing dietary can be satisfactory unless the 
actual caloric values of the food are checked over 
and found to be well below the theoretical require- 
ments for the individual concerned. 


TINPLATE AND CANNING IN GREAT BRITAIN. 


Tue International Tin Research and Development 
Council, Manfield House, 378, Strand, London, 
W.C.2, has issued a bulletin dealing with tinplate 
and canning in Great Britain. The Council is con- 
cerned with research that will solve the difficulties 
associated with the satisfactory canning of feods. 
It is important that the medical profession and the 
public should know what steps are taken to secure 
the production of canned foods in which they can 
have confidence. The articles in this bulletin deal 
in an interesting fashion with the development 
of the canning industry in Great Britain and 
with research in regard to different foodstuffs. 
Subsequent bulletins will deal with other countries. 
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Abstracts from Current 
Wevical Literature, 


SURGERY. 


The Use of lodine in Goitre. 


Emm (American Journal 
of Surgery, December, 1934) discusses 
the correct and incorrect use of 
iodine in the treatment of goitre and 
gives a brief historical survey of iodine 
and its relationship to the structure of 
the thyreoid gland. The only type of 
goitre in which prolonged iodine 
administration is advisable is the 
simple colloid goitre. This is the 
inactive type of parenchymatous 
goitre, being due to deficient iodine 
intake or faulty iodine metabolism. 
Even in simple colloid goitre the 
prolonged administration of iodine 
may sometimes stimulate the gland, 
resulting in the development of hyper- 
thyreoidism. During pregnancy iodine 
should be given only when the gland 
is inactive, as true hyperthyreoidism 
may result from further stimulation 
of the physiologically over-active 
gland. With regard to non-toxic 
adenoma, iodine has no place in the 
treatment thereof, while mildly toxic 
adenoma may be made worse. When 
the toxemia is moderately severe, how- 
ever, iodine should be used before 
operation. In exophthalmic goitre the 
hyperplastic gland has a marked 
affinity for iodine, which causes it to 
revert towards the colloid or resting 
state, often to a considerable degree. 
If operation is not performed during 
this period of clinical remission, 
further exacerbations or eyen uncon- 
trollable hyperthyreoidism may result, 
and iodine will then be found to have 
very little benefit, as the gland becomes 
refractive to its use. In such cases 
recourse must be had to multiple 
stage operations or ligation. Post- 
operative hyperthyreoidism is very 
little improved by iodine, and there is 
nothing to suggest that the post- 
operative use of iodine will prevent 
recurrent hyperthyreoidism. In the 
very severe crises occurring spon- 
taneously, large doses of iodine may 
be given orally or intravenously. 


Surgical Treatment of Ulcerative 
Colitis. 


In recent times the. presence of 
ulcerative colitis is suspected and 
verified at an earlier stage than of 
yore, and surgical treatment is 
indicated much less frequently. R. B. 
Cattell (The Journal of the American 
Medioal Association, January 12, 
1935) discusses the indications for 
surgery in this disease and the results 
obtained thereby at the Lahey Clinic. 
The aims of surgical treatment are, 
first, to put the infected colon at rest 
by diverting the intestinal contents 
on the abdominal wall; secondly, to 
permit the subsequent removal of the 
infected bowel and eradication of 
complications; and, thirdly, to allow 


irrigation of the ulcerated bowel. In 
the acute stages medical treatment is 
followed for two or three weeks, after 
which time, if there is no satisfactory 
response, an ileostomy is performed. 
This ileostomy is done at a site 10-0 
centimetres (four inches) from the 
ileo-caecal junction, and the technique 
is similar to that employed in a 
double-barrelled colostomy. Patients 
whose condition is chronic usually 
come to operation because of the 
presence of some complication, such as 
recurrent ulceration, internal fistula, 
fibrosis with stricture, chronic per- 
foration with localized abscess, “lead- 
pipe” colon, polypoid degeneration or 
marked general toxemia. In such 
cases a similar ileostomy is performed, 
with a view in many of performing a 
subsequent colectomy. An important 
feature in the immediate post- 
operative treatment of patients with 
ileostomy is the restoration of blood 
chlorides, the loss of which is con- 
siderable. In most patients an ileos- 
tomy is permanent, comparatively 
few requiring or being suitable for 
more radical operations, of which com- 
plete colectomy is preferred. This is 
done in stages, the technique of which 
will be published later. Partial colec- 
tomy was performed on _ several 
patients in whom the disease was 
localized to one segment, Mikulicz’s 
technique being followed. 


Colostomy. 


W. B. anp O. V. Lioyp- 
Davies (The _ British Journal of 
Surgery, January, 1935) discuss the 
value and operative mortality of pal- 
liative colostomy for rectal carcinoma, 
the conclusions being drawn from a 
study of five hundred patients with 
inoperable rectal carcinomata admitted 
to Saint Mark’s Hospital. Although 
it was found that the operative mor- 
tality in these advanced cases. was 
considerably greater than that of 
colostomy in another series of 470 
operable cases in which excision of 
the rectum was planned or carried out 
as a second-stage operation, the opera- 
tion was justified by the relief of 
obstruction and other symptoms, and 
in certain cases by a notable prolonga- 
tion of life. A further point is made 
in that the operation is advised at a 
stage when the patient is still capable 
of some general improvement; if left 
until this possibility has passed, then 
the operation will only add discomfort 
to an already unhappy patient. In 
this series the total mortality was 
13-4%, being slightly higher in 
females (17%) as compared with 
males (12%), while the number of 
male patients with inoperable growths 
was three times that of females. A 
study of the causes of death suggests 
that handling of the growth should be 
minimized in order to avoid peri- 
tonitis; that prolapse of the colostomy 
is most likely to occur in elderly 
patients with a left rectus colostomy; 
that paralytic ileus may occur if the 
colostomy is not opened without delay. 
As a result of these varied experiences 


the authors advocate the left iliac 
colostomy, with immediate opening 
thereof. The results of this technique 
appear more satisfactory than those of 
other practices. In conclusion the 
authors refer to various late complica- 
tions of colostomy and indicate the 
appropriate treatment. 


Gastric Acidity as Influenced by 
Pyloric Closure and Stenosis. 


TuHat neutralization of gastric 
acidity is brought about by regurgita- 
fion of alkaline duodenal contents is 
now widely accepted. R. Elman and 
Cc. T. Eckert have investigated the 
relationship between the activity of 
the pyloric sphincter and the neutral- 
ization of gastric acidity. In a former 
publication the authors‘ reported a 
marked persistent lowering of gastric 
acidity following partial sectioning of 
the pyloric sphincter. They now 
(Archives of Surgery, December, 1394) 
record observations on the converse 
experiment, namely, the production of 
varying diagnoses of pyloric occlusion 
and the subsequent changes in the 
gastric acidity. Twelve dogs were 
given a permanent partial pyloric 
stenosis and all showed delay in the 
neutralization of gastric acidity. In 
another group of animals a snare 
completely occluded the pylorus and 
no neutralization of acid took place. 
The theory of the “acid control of the 
pylorus” was taught by Cannon in 
1907. 


Gastro-Jejunal Ulceration. 


G. Wrieut records the results of an 
investigation into gastro-jejunal ulcera- 
tion by the Association of Surgeons, 
the review covering nearly six 


thousand cases (The British Journal . 


of Surgery, January, 1935). It is sug- 
gested that the correct title would be 
“secondary ulceration” and that the 
apparently increased frequency is due 
to the keener and more persistent 
investigation of unsatisfactory results 
and the increased recognition of 
symptoms. There appears little doubt 
that gastro-enterostomy for duodenal 
ulcer is the operation most likely to 
be followed by secondary ulceration. 
In this series no patient with car- 
cinoma developed secondary ulceration, 
whatever the operation performed. Of 
the various types of gastro-enterostomy 
the anterior operation with entero- 
anastomosis appears the most harmful 
in this respect, the subsequent order 
of frequency being anterior operations, 
then the posterior operations, and, 
lastly, the gastro-duodenostomies. The 
incidence after duodenal ulcers is 
lowest when the Pélya operation is 
done. The figures for secondary ulcers 
after operations for gastric ulcer are 
misleading, as it was suspected, 
especially from the type of operations 
performed, that a considerable number 
labelled as gastric ulcers were really 
pyloric ulcers and shuvuld have been 
classified as duodenal ulcers. The 
incidence of secondary ulceration after 
resection operations for gastric ulcer 
is low, the highest number occurring 
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after operations of the Billroth I 
type. The commonest symptoms were 
found to be pain, vomiting, diarrhea, 
wasting, hemorrhage and tenderness 
on palpation, and radiological inves- 
tigation yielded no abnormal findings 
in nearly 25% of cases examined. In 
over 60% of cases the symptoms 
appeared in under two years of opera- 
tion, while in 10% the period was 
less than one month. A’ study of the 
finer details of individual technique 
failed to disclose any primary cause 
of ulceration, although it is admitted 
that there may sometimes be secondary 
causes. It is considered that the true 
cause will not be known until the 
etiology of gastric and duodenal 
ulceration is established, although it 
does appear certain that  hyper- 
chlorhydria, together with stagnation 
of the gastric juice or interference 
with its exit from the stomach, will 
strongly predispose to secondary 
ulceration. In conclusion, studies of 
the morbidity and results of treatment 
are appended. 


Primary Malignant Bone Tumours. 


Cc. C. Stmmons (American Journal 
of Surgery, January, 1935), in a paper 
on the treatment of bone sarcoma, dis- 
cusses the types of bone tumour which 
are recognized by the Registry of Bone 
Sarcoma of the American College of 
Surgeons, and mentions the forms of 
treatment most suitable to each type. 
All of the osteogenic sarcomata are 
malignant. The telangiectatic form is 
highly malignant, whereas’. the 
sclerosing forms often give a history 
of relatively long duration; but an 
examination of small pieces of tissue 
can give little information, as mixed 
forms of growth are very common. 
Ewing’s sarcoma (endothelial mye- 
loma) arises in the shaft of the long 
bones and is frequently confused with 
osteomyelitis. The growth is of soft 
consistency and new bone may be 
deposited beneath the periosteum, pro- 
during the so-called onion skin appear- 
ance to X ray examination. Occasion- 
ally, however, marked reaction may be 
present and the so-called sun-ray 
appearance may be there. Multiple 
central bone tumours, usually known 
as the plasma cell myeloma, are 
generally noticed in the ribs or flat 
bones, but ultimately involve all the 
bones of the skeleton. Atypical cases 
are common, occasionally being 
restricted to one bone, in which case 
biopsy may be required for diagnosis. 
A few of these tumours are radio- 
sensitive, and certainly radiation is 
the only advisable form of treatment. 
Giant cell tumour of the bone, when 
fully developed, has a characteristic 
appearance in a radiograph. Examples 
occur in spongy bone, where the cortex 
is destroyed and the outline expanded 
without eruption occurring. Before 
treatment is commenced, generalized 
skeletal disease should be excluded. 
Some inflammatory conditions also 
require exclusion. A gumma of bone 
may closely simulate a giant cell 


tumour, and the author refers to a 
case of tertiary syphilis which closely 
resembled osteogenic sarcoma. Meta- 
static tumours are the commonest 
forms, occurring in the bones of 
persons over fifty years of age. 
Despite refinements in diagnosis, 
doubts will frequently exist until 
biopsy is performed. The experience 
of the Registry of Bone Sarcoma 
shows that amputation is the most 
satisfactory of any single method of 
treatment. A preliminary open biopsy 
with cauterization of the raw surface 
of the tumour, followed later by 
amputation, is a dangerous procedure. 
In a few cases of chondral sarcoma 
and periosteal fibrosarcoma it is 
justifiable to resect the bone and thus 
preserve the limb. The value of pre- 
operative application of X rays is 
problematical. Further, the tumour 
itself is profoundly affected. The 
author declines to make any statement 
about the value of post-operative 
prophylactic radiation. Ewing’s tumour 
responds readily to radiation treat- 
ment, but is prone to resume activity 
and commence formation of metas- 
tases. “All of the proved cured cases 
of this form of tumour in the 
registry have had an amputation 
performed.” Although the giant cell 
tumours are classed as benign, a pro- 
portion of them will metastasize. 
Sometimes the secondary deposits have 
little histological resemblance to the 
original tumour, so that, where pos- 
sible, the author recommends resection 
of the affected bone. Treatment by 
Coley’s serum has been unsatisfactory, 
excepting in the hands of Coley. 


Chronic Interstitial Mastitis. 


Tat the condition which has long 
been known as chronic interstitial 
mastitis should now be called “masto- 
pathia” is the opinion of Frank 
d’Abreu (The British Journal of 
Surgery, January, 1935). The author 
has examined the breasts of 500 con- 
secutive patients, together with histo- 
logical material, removed post mortem 
from a series of consecutive cases, 
irrespective of the cause of death, and 
has investigated the results of treat- 
ment in a series of patients having 
painful nodular breasts. Mazoplasia 
is the name given to epithelial hyper- 
plasia and desquamation in the smaller 
ducts and acini of the breast. The 
surrounding tissue increases and is 
associated with a lymphocytic infiltra- 
tion. The patient experiences aching 
pain with menstrual exacerbation and 
following excessive use of the arms. 
Patients often show slight ovarian 
hypofunction. The author suggests 
that mazoplasia, a very common con- 
dition, may lead to the cystic form 
of breast epithelial desquamation, and 
that all these breast changes are due 
to faulty physiology. It is definitely 
accepted that the breast responds to 
ovarian activity. Cysts which form 
may be due to obstruction of ducts 
of epithelial débris or may be caused 
by epithelial hyperplasia. In the 


author’s series 15 patients had had 
breast abscesses many years before, 
but in only two cases was any nodu- 
larity discovered, and none of the 
15 breasts was cystic, despite the 
scarring and duct obstruction which 
must have occurred subsequently. 
The author holds that all cysts are 
due to faulty involution. Of the 500 
patients examined, 144 showed clinical 
signs indicating mazoplasia with the 
presence of nodularity. Of the 144 
patients, 66 were single and 78 
married. -The percentage of incidence 
varied very little in the various 
decades of life. Most of those affected 
who were between puberty and the 
menopause showed evidence of ovarian 
hypofunction, menstruation § being 
painful and scanty. Of the 500 
patients examined, only 46 complained 
of any pain in the breast, and of these 
nearly half had no signs of mazoplasia 
or cystic change whatever. In the 26 
who had nodular breasts which were 
painful, the author found that the pain 
bore no relation to the degree of 
nodulation present. Of the patients 
having nodular breasts, 68% made no 
complaint whatever of pain, The 
author concludes that, unless cysts 
are obvious, ovarian residue should be 
administered and attention paid to the 
general health of the patient. In pre- 
malignant cases local amputation of 
the affected breast should be performed. 


Surgical Treatment of Pleuro- 
Pulmonary Adhesions. 


From experience gained in 100 
thoracoscopies, George Stivers (The 
American Journal of Surgery, January, 
1935) presents classification of 
pleuro-pulmonary adhesions. Pictures 
are shown of each variety. The 
author refers to the necessity for 
intrapleural pneumolysis as a neces- 
sary procedure to obtain satisfactory 
artificial pneumothorax. A study of 
X ray films, sometimes even with the 
aid of a stereoscope, may not give 
satisfactory data concerning’ the 
character and extent of  pleuro- 
pulmonary adhesions. Many adhesions 
which were thought to be suitable for 
pneumolysis are associated with 
contraindications disclosed only by the 
thoracoscope. No harm follows the 
introduction of a thoracoscope, and a 
view of dense adhesions may indicate 
to the surgeon the necessity for 
thoracoplasty. The adhesions may 
be composed of fibrous tissue, 
blood vessels, lung tissue, caseous 
material and even  prolongations 
of cavities. The author classifies 
adhesions according to their shape, 
as resembling strings, rounded, and 
fan-shaped. The simple strings usually 
offer very little resistance’ to collapse 
therapy. The rounded forms usually 
contain lung tissue, and hemorrhage 
is prone to occur during their 
severance. Thoracoplasty is advisable 
when these are present. Most of the 
fan-shaped adhesions are amenable to 
treatment and formed approximately 
25% of those found by the author. 
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British Medical Association Mews. 


SCIENTIFIC. 


A MEETING OF THE QUEENSLAND BRANCH OF THE BRITISH 
MEDICAL AssocraTION was held at the Brisbane Hospital, 
Brisbane, on March 1, 1935. The meeting took the form 
= . series of demonstrations by members of the honorary 
staff. 


Rodent Ulcer of the Forehead. 


Dr. E. S. Meyers showed a male patient who had had 
for fourteen years an enormous rodent ulcer, covering an 
area 8-75 centimetres (three and a half inches) in 
diameter on the forehead. The condition had looked very 
bad, and Dr. Meyers had thought it best to treat the patient 
with radium. Forty-six milligrammes of radium were 
inserted on September 19, for seven days, and’ the result 
showed the dramatic effect of radium in these patients. 
The condition was now almost healed, and one could see 
the limits of where the growth had been. The diagnosis 
of the growth was an epithelioma of grade II malignancy, 
which was non-metastasizing. 


Carcinoma of the Colon. 


Dr. Meyers’s second patient had been referred with a 
diagnosis of carcinoma of the colon. The patient had had 
symptoms of intestinal obstruction, and a skiagram, taken 
before the patient came to hospital, showed the condition 
to be probably a malignant growth in the right side of the 
colon. In a recent issue of Surgery, Gynecology and 
Obstetrics a case had been reported from Lahey’s clinic 
which was an exact replica of this case, and in which a 
new principle of treatment along Mikulicz’s lines had been 
adopted. Dr. Meyers had followed this principle. The 
growth had been removed by cutting it off, and 
the two loops of bowel were sewn together. The ileum 
and the ascending colon were brought out of the wound, 
ten centimetres (four inches) more of ileum being 
brought out than of colon, the ileum thus being staggered. 
A tube was placed in the ileum and in this way all the 
drainage was taken well outside the wound and for the 
first seven or eight days there was no soiling and 
convalescence was infinitely better. Later, both loops were 
cut flush with the abdominal wound.and at the next stage 
a clamp was applied to the spur to remove it. The next 
stage would be the closure of the sinus. In this patient 
the spur had been removed and Dr. Meyers said that the 
case showed how Nature tried to help, as the bowels were 
often moving naturally. Convalescence had been fairly 
smooth. The right half of the colon had been removed 
about a month previously. Dr. Duhig had made a diagnosis 
of adeno-carcinoma of grade II; the prognosis therefore 
was fairly good. In a short time Dr. Meyers proposed 
to close the colostomy; this should not be difficult. 


Urinary Incontinence. 


Dr. KENNETH WILSON showed two patients who suffered 
from the same complaint, namely, incontinence of urine, 
but due to different causes and with slightly different 
treatments. 

The first patient was a woman, aged fifty-seven years, 
who was referred to Dr. Wilson complaining of bladder 
trouble for the last twenty-five years. This commenced 
after an operation at which, she stated, her bladder 
was damaged. A repair operation, performed ten years 
ago, did not improve her bladder complaint. She stated 
that the urine leaked away so much, especially on straining, 
that on some days she could not go out. She had had 
two confinements, thirty-five and thirty-four years ago, both 
of which were normal. The patient also suffered from 
myxedema. 

On examination of the patient the repair operation was 
found to have produced a good result, but the introitus 
appeared too tight and admitted only one finger comfort- 


ably. The body of the uterus was not felt. A small 
cystocele was present and no fistula was seen. 

The patient was admitted to hospital on Atgust 21, 
1934. To exclude the possibility of urinary fistula, 
cystoscopy was carried out on August 22, 1934, when no 
fistula was seen, but her bladder wall corresponded to the 
condition known as cystitis cystica. She underwent opera- 
tion on August 25, and the internal sphincter urethre was 
elevated. Her convalescence was uneventful and she was 
out of bed on the fifteenth day. She subsequently attended 
the out-patient department for bladder instillations of 1% 
mercurochrome for a few weeks. At the last consultation 
the patient stated that she was very well and had complete 
control of her urine. She passed urine from two to six 
times a day and not at all at night. On December 11 she 
stated in a letter that the operation had had a good test, 
as she had had an attack of influenza and the cough nearly 
shook her to pieces, but she did not once lose control of 
the bladder. 

Dr. Wilson then described the operation and said that 
stress incontinence was not an uncommon condition and 
was usually the result of trauma during childbirth. It 
resulted from damage to the fascial supports of the 
internal urethral sphincter. This allowed the sphincter 
to sag and thus weakened its sphincteric action. There 
was enough tone left to control the outflow of urine when 
the patient was quiet, but any comparatively sudden 
straining movement, such as coughing, sneezing or 
hurrying for a tram, caused the urine to come away with- 
out control. This patient had had a repair operation 
done, but the sphincter was not elevated and the condition 
remained. Dr. Wilson said he had seen this condition 
remaining several times after repair operations, and it was 
important that during a repair operation particular care 
should be taken to see that the internal sphincter was 
elevated and kept supported by fascial tissue. 


Dr. Wilson’s second patient was admitted to hospital 
on September 14, 1934, complaining that her urine came 


‘away from the passage without control ever since a con- 


finement on July 1, 1934. On examination a vesico-vaginal 
fistula was found to be present, its vaginal opening being 
about 2-5 centimetres (one inch) from the external urethral 
orifice. No other pelvic abnormality was detected. 

The confinement referred to had been her first, and the 
foetus had presented in the occipito-posterior position. The 
cervix had dilated so slowly that when maternal and 
fetal distress began to show there was still not full 
dilatation. The dilatation had been completed manually 
under anesthesia, the head rotated anteriorly, forceps 
were applied, and the child was delivered. The fistula 
had probably resulted from trauma caused by a blade of 
the forceps. 

Treatment was begun by a catheter being introduced 
into the bladder and left for two weeks, during which time 
daily irrigations were performed. Three weeks later, on 
September 29, 1935, operation was undertaken and the 
fistula was closed. A self-retaining catheter was inserted 
at the close of the operation; this catheter was removed 
on the eighth day after operation and the patient’s bladder 
was catheterized once on the same day. Thereafter she 
passed urine normally and had done so ever since. She 
was out of bed on the thirteenth day and home on the 
fourteenth. 

Dr. Wilson showed pictures illustrating the operation. 
The following principles were adhered to: (i) A preliminary 
indwelling catheter and irrigation, partly to allow the 
fistula to diminish in size and partly to diminish infection. 
(ii), Three months were allowed to pass after the confine- 
ment before any attempt to cure the fistula was made. 
Dr. Wilson thought this was important. Too early an 
attempt would have resulted in failure. (iii) Wide separa- 
tion was made of the vaginal mucosa from the bladder 
wall, to allow of all sutures being tied without tension. 
(iv) Fine catgut was used for all layers except the vaginal 
mucosa and fascia, where chromicized catgut was used. 
(v) The insertion of a self-retaining catheter after opera- 
tion for seven days and antiseptic irrigation daily during 
that time. 
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Laryngectomy. 

Dr. C. E. Wassett showed three patients on whom a 
laryngectomy had been performed during the last six 
months. Two had been operated on by Dr. Walter Crosse 
in June, 1934, and the third by Dr. Wassell in December, 
1934. All patients were males. The first had given a 
history of loss of voice, but no loss of weight. The second 
had complained of considerable pain and difficulty in 
swallowing for six months and stated that he had been 
losing weight fairly rapidly. The third patient had lost 
a fair amount of weight, but his main complaint was 
dyspnea; he had been admitted to hospital as requiring 
an urgent tracheotomy. The second and third patients 
had weighed 50-4 kilograms (eight stone) before operation; 
both now weighed ‘nearly 75-6 kilograms (twelve stone). 

All three operations had been performed under local 
anesthesia and they had all been done in one stage. In 
the first patient a double tranverse incision had been used 
with a vertical incision in the centre. In the other two 
patients Gluck’s method with a T-shaped incision had been 
used. The second patient had had previous irradiation, as 
at first he had seemed inoperable, but irradiation had 
reduced the size of the tumour, and it was seen that a 
lot of the swelling had been due to edema. The tumour 
had then become operable. The third patient was having 
a radium collar applied to make certain. So far there 
had been no recurrence of symptoms and no glands. 

The patients were aged fifty-two years, sixty-seven 
years and forty-four years respectively. They were shown 
to illustrate, first, the use of local anesthesia, and, 
secondly, the one-stage operation. Dr. Wassell commented 
on their general outlook on life and their demeanour in 
spite of their handicap. All could smoke. Two had been 
kept in hospital for some weeks before and since operation 
because of alcoholic tendencies. All had had a salivary 
fistula; one fistula had been closed by repair, the others 
had closed spontaneously. Dr. Wassell said that previous 
irradiation might cause sloughing of the flaps, but it had 
not happened in his case. The whole trachea was brought 
down to the wound and there was some sloughing of the 
trachea. 

Dr. Wassell also showed a specimen of a larynx from a 
patient operated on by Dr. Crosse; the patient had later 
died. After Dr. Crosse had made his incision and was 
opening into the pharynx, the growth was found to be 
going well down behind the larynx, and so much of the 
esophagus had had to be removed that the patient had 
succumbed. 


Cleft Palate. 


Dr. Wassell also showed two patients who had suffered 
from cleft palate and on whom operation had been 
performed. The first patient was a woman on whom 
Langenbeck’s operation had been performed. Before 
operation she-had not been understandable; she spoke 
fairly plainly after operation. The second patient was a 
boy on whom the operation performed was more after the 
type of the first stage of a Wardle operation. The boy 
had had no post-operative education, but did not speak too 
badly if he did not get excited. 

Dr. Wassell said that one test for the action of the 
palate was the snorting test. If the tongue were put out 
and the patient snorted, there was some vibration of the 
palate. Patients with cleft palate suffered from lack of 
ability to exclude the nose from the mouth, and the object 
of the operation should be the restoration of function to 
close off the mouth from the naso-pharynx. There was a 
definite sphincteric action of the muscles, which was more 
complicated than the other sphincters. 


Duodenal Ulcer and Ptosis. 


Dr. JoHnN Harpre showed a male patient, J.D., aged 
thirty-nine years, who had been admitted to hospital on 
March 30, 1934, complaining of colicky abdominal pain, 
vomiting, “being unable to keep anything down”, and 
constipation. His previous history showed that he had 


been in and out of hospital for the last four years with an 
“ulcerated stomach”. 


There had been no improvement. 


He had never had any appetite and always had been 
subject to abdominal pains, Even when going to school, 
he had often had to sit down by the roadside on account 
of the pain. He was always very constipated, sometimes 
taking five “Indian Root” pills. He was always tired and 
feeling sick. About eighteen months previously X ray 
examination had revealed a duodenal ulcer. Stool exam- 
ination at the same time showed occult blood. 

On examination on March 30, 1934, there was generalized 
abdominal tenderness. With treatment the condition had 
settled down, except for tenderness in the epigastrium and 
fullness over the caecum. The patient was referred to the 
out-patients’ department to await an X ray examination 
of his caecum. Before this could be done, however, he 
was readmitted with the same symptoms as before. 

On April 10, 1934, laparotomy had revealed a firm mass 
about the size of a walnut at the pyloric junction, probably 
causing some obstruction. The caecum was mobile and 
had undergone ptosis. Caecopexy was performed and the 
ulcer not touched. It was hoped that the fixation of the 
caecum would cure the ulcer, as the relief of the constant 
drag of an overloaded mobile caecum should result in a 
better nervous, vascular and lymph supply to the affected 
parts. On April 30, 1934, the patient was discharged from 
hospital. He had no pain, had a good appetite on full 
diet, and was having very little trouble with his bowels. 
He had reported on January 30, 1935, feeling absolutely 
well. He could eat any food without discomfort, and his 
bowel action was regular without any medicine. He lived 
on a dairy farm and often worked from three in the 
morning till ten at night without being unduly tired. 


Heterophoria. 


Dr. Water Grrson showed a male patient who was 
suffering from the condition of heterophoria. Hetero- 
phoria was a latent squint; a potential squint was present, 
but was masked by the action of the external ocular muscles 
and remained latent. To give an example: Looking at a 
light in the distance with a red glass before one eye, in 
a normal state the images would be superimposed, but 
in hetercphoria they were not. There were four types: 
exophoria, in which the axes diverged; esophoria, in 
which the axes converged; hyperphoria, in which they were 
one above the other; and cyclophoria, in which there was 
tersion on the anterior-posterior axes. The simplest tests 
were: (i) covering and uncovering, (ii) the use of 
Maddox’s rods. There might be no symptoms present, but 
as a rule symptoms were localized and generalized. 
Localized symptoms included periodic diplopia, asthenopia, 
facial twitching and—an important one—ocular torticollis. 
Generalized symptoms included headaches, giddiness, 
nausea, vomiting, indigestion, neurasthenia of all stages, 
neuroses, which might be very severe, with melancholic 
and suicidal tendencies. 

Treatment consisted in: (i) correction of the error of 
refraction; (ii) attention to the general health; (iii) 
muscle training, which in a few cases might do good; 
(iv) the use of prisms; (v) operation. The results of 
treatment might be dramatic. There was also a condition 
of false heterophoria, which might cause severe symptoms 
when badly centred strong glasses were used. Dr. Gibson 
considered that Maddox rods should always be used to 
centre strong lenses. 


Fractured Spine Treated by Immediate Reduction. 


Dr. Harotp Crawrorp showed three patients suffering 
from fracture of the spine who had been treated by 
immediate reduction by the method of Watson Jones. The 
old method of letting the patients lie on a frame and 
reducing them gradually was very unsatisfactory. 


The first patient was a woman, aged sixty-nine years, 
who, on October 25, 1934, had been in a lift which had 
fallen three floors. She had complained that she had hurt 
her back and had pains shooting around the abdomen, 
above the umbilicus, about the distribution of the eighth 
and ninth dorsal vertebre. On examination she was found 
to be an elderly woman, very pale, and she had tenderness 
over the spines of the eighth and ninth dorsal vertebre. 


a 
all 
21, : 
la, 
no 
he 
ra- 
‘as 
as 
on 
tte 
‘ix 
2% 
he 
st, 
ly 
at 
1d 
It 
le 
n 
n 
n 
; 
e 
? 
l 
l 
| 
| 
> 


632 THE MEDICAL JOURNAL OF AUSTRALIA. 


May 18, 1935. 


There was interruption of the dorsal curve at the spine 
of the eighth dorsal vertebra, which appeared to be 
depressed. 

A body plaster was applied on October 26, 1934, and 
again on December 12, 1934. She was allowed out of bed, 
~~ plaster was cut down, and she was measured for 
a brace. 


The second patient was a man, aged forty-six years, 
who on February 12, 1935, had been struck on the back 
by a heavy bale of paper. He had complained of pain in 
the lower part of the back, and X ray examination revealed 
a compression fracture of the fourth lumbar vertebra 
without dislocation. Reduction had not been performed 
till February 18, 1935, six days after the accident, when 
a spinal plaster was applied. 


The third patient was a man, aged forty-one years, who 
gave a history that on February 15, 1935, in the evening, 
he had fallen off a tree. He had been unable to move 
since, and complained of a sensation of “pins and needles” 
around the waist. He had been unable to pass urine and 
could not move his legs. On examination he was pale, 
the pulse was of poor volume. There was no sensation to 
pin prick in the lower limbs up to the iliac crest; there 
was hyperesthesia up to the costal margin. There was a 
definite deformity in the region of the tenth dorsal 
vertebra, with a gap as if the vertebra were overriding. 
X ray examination showed a compression fracture of the 
eleventh dorsal vertebra with forward displacement of the 
tenth vertebra. Reduction was performed on February 16, 
1935, and a plaster jacket was applied. 

Dr. Crawford said he used the Watson Jones method 
of reduction and then applied a body plaster. Reduction 
must be gradual, by increased extension, and whenever 
possible reduction must be immediate. . When the dorsal 
vertebre were involved the shoulders should be included 
in the plaster, otherwise a certain amount of late bowing 
would develop, as had occurred in the woman. The 
patients were generally nursed in their plasters on a 
Bradford frame, and when the plaster was removed were 
fitted with a frame with head extension. 

The three points Dr. Crawford wished to stress were: 
(i) early reduction, (ii) the transport of the patients, 
(iii) their treatment in hospital as immediate cases. 


Auricular Fibrillation. 


Dr. N. W. MARKWELL showed a male patient who had 
been suffering from ordinary post-rheumatic auricular 
fibrillation. On admission to hospital he was found to 
have a fairly enlarged heart, which had decreased a little 
in size, but had not come back to normal. 

There were several points of interest with regard to 
this patient. He had been treated with digitalis, but had 
not improved owing to the presence of focal sepsis; several 
teeth were found to have granulomata on them, and when 
these were removed the digitalis had taken effect. Also 
the patient was now getting attacks of bronchial asthma. 
Thirdly, he required a large amount of digitalis to keep 
his pulse rate normal. 

Dr. Markwell said that the treatment of auricular fibril- 
lation with digitalis was not put on to a proper basis of 
therapy till Mackenzie showed why the digitalis acted 
and how to use large doses. Withering had formerly 
stated this, but it had been forgotten. Mackenzie had 
taught also to keep the digitalis in use in small doses 
afterwards. Since then there had been a big advance, 
for one reason because of the standardization of digitalis. 
Twenty-five years ago one could only watch the effect of the 
digitalis—the slowing of the pulse, the increase in the 
amount of urine, the feelings of the patient till nausea 
arose, when the administration of the digitalis was stopped 
for two or three days and then begun again. These, how- 
ever, were difficult points: in some patients the digitalis 
would not have much effect, while in others there would 
be no sign of poisoning till it appeared suddenly. Once 
digitalis was standardized, logical results followed; 


research was done and the dose of digitalis was worked 
out scientifically by Eccleston, and the modern method 
was named after him. At the present time Dr. Markwell 


was using standardized digitalis leaf; a formula was used: 


‘the patient’s weight was divided by ten and multiplied by 


weight 3 
one and a half. Thus x — was the full digitalization 


1 
dose. When Eccleston was working out the dosage of 
digitalis he found that a great number were digitalized 
by the same dose; this, then, was the average dose. Then 
there were a few very tolerant to digitalis who required a 
bigger dose to get the full effect, and, on the other hand, 
a group who were poisoned long before the full dose was 
reached. Each patient therefore had to be watched. The 
average dose was worked out; if the patient did not 
respond, the dose was increased till the patient was on 
the border of poisoning. Digitalization by the standardized 
leaf should take twenty-four hours. Digitalis was excreted 
by the average patient at the rate of 0-09 gramme (one 
and a half grains) per day. The average maintenance 
dose was the average excretion dose. It was also scien- 
tifically correct that if the dose of digitalis that a patient 
required was greater than the average, the maintenance 
— would be greater; if less, the maintenance dose would 
ess. 


The patient shown by Dr. Markwell required 0-13 gramme 
(two and a quarter grains) of digitalis per day, which 
was the largest dose Dr. Markwell had seen. The smallest 
dose was that of 0-3 gramme (five grains) a week, given 
to a man whose pulse became faster if the dose were 
decreased to 0-24 gramme (four grains) a week, and who 
suffered from nausea if the dose were 0:36 gramme (six 
grains) weekly. As a rule, however, the average dose 
for men was 0-09 gramme (one and a half grains) daily, 
for women 0-075 gramme (one and a quarter grains) daily. 
The question might be asked: why use digitalis leaf? The 
tincture was just as good a preparation, but the tincture 
deteriorated from the moment of manufacture, and one 
did not know how long it had been bottled or how exposed. 
Patients did not like measuring it and often they did 
not measure it correctly. The stability of the leaf was 
supposed to be five years, but if it were only two years 
it would be quite long enough. 


Gastric Carcinoma. 


Dr. AtEx Murpuy showed a male patient, aged fifty-three 
years. He had been admitted to hospital fifteen months 
previously, when he appeared obviously anemic. On 
examination he was found to have an indefinite mass in 
the abdomen; a blood covnt revealed 1,420,000 red cells 
per cubic millimetre, 5,600 white cells per cubic millimetre; 
the hemoglobin value was 32% and the colour index 1-1; 
punctate basophilia was present, but there were no 
nucleated red cells or macrocytes seen. The patient was 
diagnosed as suffering from a gastric neoplasm. A test 
meal showed the presence of achlorhydria, fresh altered 
blood and mucous being present in all specimens; the 
odour of these was foul. Only four specimens could be 
taken, as the patient became distressed. Occult blood 
was present in large quantities in the stools. The Wasser- 
mann test gave no reaction. A barium meal was given, 
but the examination could not be completed, as the patient 
fainted; the picture taken showed some irregularity 
of the pylorus. The patient’s condition being moderately 
good, he was advised to have a laparotomy, but declined 
and left hospital at his own risk. Fourteen months later 
he was readmitted, complaining of pain in the feet, spasms 
in the muscles of the legs, constipation, and abdominal 
pain at intervals across the abdomen, which had no 
relation to meals. He had lost 12-6 kilograms (two stone) 
in weight. 

On examination the edge of the liver was clearly felt 
and there was still present the indefinite mass in the 
abdomen. A blood count revealed 2,380,000 red cells per 
cubic millimetre, 5,300 white cells per cubic millimetre; 
the film showed much anisocytosis, many macrocytes, no 
nucleated red cells, and a fair number of platelets. A test 
meal still showed the presence of achlorhydria and the 
gastric contents were still foul. The question arose whether 
there had been a mistake in diagnosis and whether the 
patient had been suffering all the time from an Addisonian 
anemia with subacute combined degeneration of the cord. 
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The test for diagnosis between an Addisonian anemia 
and an anemia with a gastric neoplasm was fairly 
dogmatic. If there were no reticulocyte response to 
adequate doses of liver, the condition was not an 
Addisonian anemia. This man’s first response was 1-7%; 
accordingly he was given nine cubic centimetres of 
“Hepasol” intravenously and liver by mouth. The next 
reticulocyte count was 2:1%, which was negligible. The 
red cells then numbered 1,550,000 per cubic millimetre. 
Then twelve cubic centimetres of “Hepasol” were given 
intravenously and liver by mouth, when the reticulocyte 
count rose to 3-6%, an increase of 2%. This was within 
normal limits. 

On examination the patient was found to have lost the 
vibration sense in both legs, the sense of position and the 
joint sense being quite normal. In Addisonian anemia the 
posterior columns were sometimes affected, as well as the 
lateral columns, the posterior columns carrying the 
vibratory sense, the muscle and joint sense, and a few 
fibres for light touch. As this patient only had the 
vibratory sense interfered with, the posterior columns 
must be intact and the condition due to interference with 
the bone marrow and the vascular supply. 

The patient was probably suffering from a myelo- 
phthisical anemia, due to invasion of the bone marrow 
with neoplastic metastases. 


THE KATHERINE BISHOP HARMAN PRIZE. 


Tue Council of the British Medical Association is 
prepared to consider an award of the Katherine Bishop 
Harman Prize in the year 1936. The value of the prize 
is £75. 

The purpose of the prize, founded in 1926, is the 
encouragement of study and research directed to the 
diminution and avoidance of the risks to health and life 
that are apt to arise in pregnancy and child-bearing. It 
will be awarded for the best essay submitted in open 
competition, competitors being left free to select the work 
they wish to present, provided this falls within the scope 
of the prize. 

Any medical practitioner registered in the British Empire 
is eligible to compete. 

Should the Council of the Association decide that no 
essay submitted is of sufficient merit, the prize will not 
be awarded in 1936, but will be offered again in the year 
next following this decision, and in this event the money 
value of the prize on the occasion in question shall be 
such proportion of the accumulated income as the Council 
shall determine. The decision of the Council will be final. 

Each essay must be typewritten or printed in the English 
language, must be distinguished by a motto, and must be 
accompanied by a sealed envelope marked with the same 
motto and enclosing the candidate’s name and address. 

Essays must be forwarded so as to reach the Medical 
Secretary, British Medical Association House, Tavistock 
Square, London, W.C.1, not later than December 31, 1935. 

Inquiries relative to the prize should be addressed to 
the Medical Secretary, Dr. G. C. Anderson, Medical 
Department, British Medical Association House, Tavistock 
Square, London, W.C.1. 


NOMINATIONS AND ELECTIONS. 


Tue undermentioned has applied for election as a 
member of the New South Wales Branch of the British 
Medical Association: 

Laurie, Elizabeth Frances Lois, M.B., B.S., 1933 (Univ. 
Sydney), Sydney Hospital, Sydney. 


The undermentioned have begn elected members of the 
Victorian Branch of the British Medical Association: 
Allen, William James, M.B., B.S., 1932 (Univ. Mel- 
bourne), Alfred Hospital, Prahran, S.1. 
Barrett, Edward Harvey, M.B., BS., 1932 (Univ. 
Melbourne), 25, Orrong Road, Armadale, S.E.3. 


Griffiths, Alan Frederick, M.B., B.S., 1934 (Univ. Mel- 
bourne), Prince Henry’s Hospital, Melbourne. 
Roland, Heriot, M.B., B.S., 1984 (Univ. Melbourne), 

Alfred Hospital, Prahran, 


MDbituarp. 


RICHARD RAWDON STAWELL. 


WE are indebted to Dr. A. E. Rowden White for the 
following account of the life of the late Sir Richard 
Rawdon Stawell. 


The death of Sir Richard Stawell on April 18, 1935, at 
the age of seventy-one years, cast a gloom over the com- 
munity, as it removed a most eminent leader from the 
physicians of Australia. A little more than four weeks 
earlier he was in the full activities of his vigour and 
work, and his last duty was at the Royal Melbourne 
Hospital when he made a valedictory address before the 
committee on the good work carried out by the retiring 
chairman. During his speech he was seized with anginal 
pains, and in spite of a gallant effort on his part to recover 
his health in the few remaining weeks of his life, a 
spreading coronary thrombosis terminated a remarkable 
career. He is survived by Lady Stawell, two daughters, 
the Misses Elizabeth and Anne Stawell, and one son, John 
Stawell, fourth year medical student. Heartfelt sympathy 
is extended to his family by the medical profession and 
the whole community. 


Richard Rawdon Stawell was a member of a very dis- 
tinguished family, two brothers being well known solicitors 
in Melbourne and Perth, while another brother was, until 
recently, in active practice as a surgeon in England. One 
sister, Miss Melian Stawell, who lives at Oxford, is a 
world authority in classics, and has written extensively 
on her subject. The son of Sir William Stawell, Chief 
Justice of Victoria and one time President of the Melbourne 
Hospital, Richard was born on March 14, 1864, at 
“D’Estaville”, Kew, Victoria. His early education was at 
Marlborough College, England, and later at Hawthorn 
Grammar School, Melbourne. After matriculating, he 
entered Trinity College and remained in residence until 
graduating M.B., B.S. at the University of Melbourne in 
1886. A year was spent as resident medical officer at the 
Melbourne Hospital. He was next appointed to the resident 
staff of the Melbourne Hospital for Sick Children and came 
under the influence of the teaching of the late Dr. William 
Snowball, whose inspiration laid the foundation for his 
subsequent splendid work in. children’s diseases. Before 
going abroad with Dr. A. Jeffreys Wood (who later became 
the well known children’s specialist) he obtained the M.D. 
degree. Much time was spent on the Continent and in 
England in post-graduate study in medicine, especially 
in children’s diseases at Great Ormond Street, and in 
neurology at Queen’s Square. He became an authority in 
both these branches of his profession and did much to 
raise the standard of practice in these directions. Before 
returning to his homeland, he continued his researches in 
the leading clinics of the United States of America. 


After his return to Melbourne he commenced practice in 
Collins Street and joined the honorary staff of the 
Children’s Hospital as an out-patient physician. It soon 
became apparent that he was a clinical teacher of out- 
standing ability, and his classes were always fully 
attended. The extraordinary keenness and enthusiasm and 
sincerity in his work had a most invigorating influence on 
his students and residents alike, and it became clear that 
the Stawell touch had initiated a new era in clinical 
teaching in Melbourne. His practice grew enormously, but 
he felt that his success in this direction should in no 
way interfere with the increasing demands made upon 
him when he was appointed physician to in-patients of the 
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Children’s Hospital. Through the conspicuous success of 
his lecturing and clinical teaching he was invited to join 
the staff of the Melbourne Hospital, and in time became 
the senior indoor physician, the enlarged scope of work 
giving him ample opportunities of expounding his views. 
Subsequently he became consultant physician to the 
Children’s and the Melbourne Hospitals. 

At the outbreak of the Great War, Dr. Stawell volunteered 
for active service in the Australian Army Medical Corps, 
and during the Gallipoli campaign he did admirable work 
in Egypt and Lemnos. He was invalided from the latter 
place to London and later to Melbourne. He held the rank 
of Lieutenant-Colonel. Much valuable work was given 
by him to the returned soldiers at Mont Park and to the 
Repatriation Department in an advisory capacity; and up 
to the time of his death he was a member of the Assessment 
Appeal Tribunal. His sound judgement and common 
sense views on many matters were always available and 
often accepted by the State and Commonwealth Govern- 
ments, and in 1929 he received the honour of Knight of 
the British Empire as an appreciation for distinguished 
services and a fine sense of citizenship. 

In a full life Sir Richard has played many parts. The 
ever-watchful eye of the late Sir George Syme, when 
editor of the Intercolonial Medical Journal, recognized 
young Stawell’s worth and trained him in writing articles 
for the journal. Later, for a period, he became its editor, 
and was of great assistance when the Australian Medical 
Journal merged into THe Mepicat JoURNAL OF AUSTRALIA. 
He was always an active member of the British Medical 
Association, and for years was on the Council. He was 
one of the original members of the Federal Committee. 
During the year in which he was president his capacity for 
organization and his inexhaustible enthusiasm made it one 
of the most successful years the Branch has ever 
experienced. It was only natural, when the British Medical 
Association Council, England, decided to hold its annual 
meeting in Melbourne in September, 1935, as part of the 
centenary celebrations, that Sir Richard should be 
nominated as President-Elect. He entered with zeal into 
the hard work and its many ramifications with his com- 
mittee, and had the satisfaction of knowing before his 
illness that the major part of the work was completed. 
His loss at this juncture is a severe blow to the Association, 
as it was universally recognized that Sir Richard was the 
man for this great occasion by his ripe experience and 
charming personality. 

Sir Richard took an active part in the comparatively 
recent formation of the Association of Physicians of 
Australasia and was its first President. Members of the 
Association will learn with pleasure and satisfaction that 
four weeks before his death Sir Richard received a cable 
message from the Royal College of Physicians, England, 
asking his permission to be nominated as a Fellow. In 
recognition of his great work for the medical profession, 
the Sir Richard Stawell Oration was established eighteen 
months ago, an oration to be delivered annually in his 
honour in perpetuity. The first orator was Dr. C. Bickerton 
Blackburn, of Sydney. Sir Thomas Dunhill, surgeon to 
His Majesty the King, has been selected to deliver the 
second oration next September. 

He was a director of the National Mutual Life Assurance 
Society and a member of many clubs, and was President 
of the Melbourne Club at the time of the Prince of Wales’s 
visit, when its members entertained His Royal Highness. 
He was a fine tennis player as a student, and was a 
member of an intercolonial team which played against 
New South Wales. His fondness for sport was displayed 
in many ways, and many of his friends have enjoyed 
the privilege of his friendship in games of golf, in boating 
and fly fishing. His residence, 45, Spring Street, was an 
“open house” to all his friends, country, interstate or 
overseas. He was a fine public speaker, immensely popular 
with everybody, generous-hearted to a fault, and possessing 
a never-failing geniality and kindliness which gave him 
the title of “The Beloved Physician”. 

A clue to the guiding principles of his life is afforded 
by the following lines of Henry Van Dyke, which were an 
abiding source of inspiration to him: 


Let me but live my life from year to year 
With forward face and unreluctant soul, 
Not hasting to or turning from the goal; 
Not mourning for the things that disappear 
In the dim past, or holding back in fear 
From what the future veils; but with whole 
And happy heart that pays its toll to youth 
And age and marches on with cheer. 


So, let the way lead up the hill or down; 
Though rough or smooth the journey will be joy. 
Still seeking what I sought when but a bey, 
New friendship, fresh adventure and a crown, 

I shall grow old, but never lose life’s zest, 
Because the road’s last turn will be the best. 


Dr. A. Jeffreys Wood writes: 


My association with the late Sir Richard Stawell started 
at the Hawthorn’ Grammar School under Professor Irving 
and has been a very close one throughout our lives. After 
being fellow resident medical officers at the Children’s 
Hospital, Melbourne, we travelled together through the 
United States of America in 1890, and, on reaching London, 
joined the National Hospital for Nervous Diseases at 
Queen’s Square as clinical assistants. Dr. James Taylor, 
the superintendent, showed us, on our first round of the 
wards, a case of tabes dorsalis with a perforating ulcer 
of the foot, a case of Friedreich’s disease, a case of dis- 
seminated sclerosis, and a cerebral tumour. Although we 
had both taken our degrees of Doctor of Medicine at the 
Melbourne University, we had no knowledge of nervous 
diseases. And I well remember leaving the hospital with 
Stawell and walking in awed silence the length of Oxford 
Street before we recovered from our sense of inferiority. 
We agreed that we had soon found something to learn that 
had not been taught in Melbourne. Indeed, one year 
previously, a lecturer in medicine at the Melbourne 
University had asked one of us, in an examination for the 
degree of Doctor of Medicine, how to differentiate between 
a child suffering from infantile paralysis of the right arm 
and leg and a child with a cerebral hemiplegia. Neither 
examiner nor examinee could answer the question. This 
was the beginning of Stawell’s interest in nervous diseases, 
and from that morning he devoted a large part of his life 
to this branch of medicine, in which he so greatly 
distinguished himself as a teacher. 

Beturning to Melbourne in 1892, he was appointed as 
honorary physician te out-patients at the Children’s 
Hospital, Melbourne, and held this position until 1914, 
when he resigned. This was the year that a division was 
made for the first time between surgeons and physicians 
at this hospital. Whilst at the Children’s Hospital he 


_attracted a large number of students by his clinical 


teaching and wrote many valuable papers. Amongst his 
contributions the outstanding one was “Indigestion 
(Chronic Intestinal) in Children”. Another paper on 
“Naso-Pharyngeal Adenoid Growths” provoked a discussion 
that was adjourned twice and finally ended at the third 
monthly meeting by his masterly summing up that 
occupied eight pages in the Intercolonial Medical Journal. 
He wrote several papers on “Summer Diarrhea in 
Children” and showed how the mortality rose and fell in 
relation to the mean monthly temperatures in the years 
1895-1898, and that breast-fed children escaped from the 
infection. On June 20, 1900, he published a clinical lecture 
that he had delivered at the Children’s Hospital, entitled 
“Some Signs of Disease of the Nervous System”, in which 
he dealt with the knee jerk in differentiating between 
cerebral and spinal lesions, the importance of the presence 
of ankle clonus, and also the value that was to be placed: 
on the examination of the optic disks. Other subjects 
that he wrote upon included “Mental Deficiency in 
Children”, “Clinical Examination of Blood’, and one on 
“Arterial Blood Pressure”, in which he illustrated Martin’s 
modified Riva Rocci sphygmomanometer. 

The patients and their parents united with the. com- 
mittee and honorary medical staff of the Children’s 
Hospital in expressing their deep regret when he resigned. 
His position as honorary consulting physician to the 
hospital was no empty honour, for he was constantly being 
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called upon to help the honorary staff in obscure nervous 
cases. 

Like all great men, he devoted a large part of his time 
to public service and helped very largely in the organiza- 
tion of the medical profession in Australia. His high 
ethical standard was an example to all, and his practical 
common sense enabled him to smooth out many difficulties 
referred to him by his brother practitioners. As a speaker 
on diverse subjects he was without equal in the medical 
profession. He always studied his subject with great care, 
maintaining that the shorter the time he was allowed to 
speak, the longer it took to marshal his facts so that he 
might do himself and his subject justice. 

With his death there passes a figure who has reigned 
supreme in the history of Australian medicine. His 
influence and ideals will never die. 


Dr. B. T. Zwar writes: 


It is with a deep sense of the great loss the Royal 
Melbourne Hospital has sustained through the passing of 
Sir Richard Stawell that I accept the opportunity to pay 
a tribute to the remarkable and enduring services which 
he rendered to that institution and through it to medical 
education, the medical and nursing professions, and the 
community. 

Sir Richard Stawell’s professional association with the 
Melbourne Hospital commenced with his appointment as 
resident medical officer on April 17, 1888. After the com- 
pletion of his term of residentship, a period of post- 
graduate work abroad and work on the medical staff of the 
Children’s Hospital, he joined the medical staff of the 
Melbourne Hospital on May 19, 1903. From that date his 
professional association with the hospital continued 
uninterruptedly until his passing. 

On June 20, 1905, the subscribers of the Melbourne 
Hospital elected Stawell to the committee of management 
as one of a band of reformers which, amongst many 
reforms, succeeded in replacing (in 1910) the old and 
disgraceful method of election to the medical staff by the 
present system through an advisory board, on which the 
Committee of the Hospital, the Council of the University, 
the Faculty of Medicine and the medical staff are 
represented. The success of this reform is reflected by 
the fact that all the important metropolitan hospitals of 
the State have now adopted this system as the method of 
election of their honorary medical officers. 

In June, 1928, following on the death of the late Sir 
Aaron Danks, Stawell acceded to the request of his col- 
leagues on the committee of management to accept the 
presidentship of the hospital. On the return from abroad 
of the late Sir George Syme, and owing to the pressure 
of his professional and other interests, he resigned this 
position in December of the same year. For the same 
reason he was unable to again accept the office of president, 
though repeatedly requested to do so. For a great number 
of years he was chairman of the house committee of the 
hospital, and in that position rendered most valuable 
services to the institution. The earnestness with which 
Stawell applied himself to a difficult problem of hospital 
administration and the manner in which he evolved and 
expounded its solution was always a matter for real joy 
to behold and to listen to. Stawell spared neither time 
nor trouble, and was always ready to do anything in his 
power to forward the interests of the hospital. But, great 
as were Stawell’s services in guiding the administration 
of the Melbourne Hospital, his influence on its function 
as a clinical school was, if possible, greater. As a student 
and as a house physician he had come under the influence 
of the late Dr. John Williams. John Williams is recog- 
nized as the first great teacher of clinical medicine in 
Melbourne. He taught according to what was known as 
the Edinburgh system, after the method adopted at 
Leyden. Later, towards the end of 1896, Stawell became 
associated with Professor C. J. Martin (now Sir Charles 
Martin) and out of the thoroughness of observation 
taught. by John Williams and the application of scientific 
principles inspired by Charles Martin, Stawell evolved a 
system which revolutionized the clinical teaching of 
medicine in Melbourne. It had for its basis the most 
accurate detailed observation of clinical signs and 


symptoms combined with the application of physiological 
principles in their interpretation and treatment. Stawell, 
moreover, amongst his many gifts, possessed in an out- 
standing manner the capacity to inspire graduates and 
students to effort and high endeavour and to help them 
in their work with genuine sympathy. With his enthusiasm 
and guidance he inspired, directed and helped many along 
new avenues of research and scientific investigation. 
Whilst thus engaged in perfecting the methods of clinical 
investigation and medical treatment he endeared himself 
to numberless patients in the hospital by his tireless 
energy, devotion and skill placed at their disposal, together 
with a deep sympathy for all in suffering and distress. 

The Royal Melbourne Hospital has sustained a very 
great loss in the passing of Sir Richard Stawell, because 
not only was hé a wise, sympathetic and inspiring coun- 
sellor, but, by reason of his position in the Commonwealth 
and as a leader of the medical profession and of many 
inquiries connected with education generally, he com- 
manded an influence in this community which was always 
exerted on behalf of the highest ideals. Not only his 
colleagues on the committee of management and on the 
medical staff, but all connected with the institution deeply 
mourn his loss. 

Professor W. A. Osborne writes: 

In the year 1897 I arrived in Tiibingen, where I was 
destined to spend the best part of three years, and called 
on Professor Gustav von Hiifner. On his mantel shelf 
there was a photograph of a small group of students, 
mostly German, but one face seemed to possess a marked 
individuality, and I asked whom it represented. The 
professor told me, but, owing to his pronunciation, I did 
not pick up the name; then came the remark aus 
Australien. I looked with interest at the likeness of one 
who had come so far to this old-world university, little 
dreaming that I was to be so intimately and so pleasantly 
associated with him in after years. Stawell had here in 
Tiibingen an introduction to an intellectual life which has 
no counterpart in any university in Britain or America, 
and the knowledge of the German language which he 
acquired allowed him to explore at will the immense terri- 
tory of original and classified knowledge which is too often 
a terra incognita to the Australian graduate. 

I have been asked to pay my tribute to Sir Richard’s 
activities on the Faculty of Medicine, and I do this with 
pleasure. The clinician and the physiologist cannot be 
expected to see eye to eye on the matter of medical 
education; if they are worth their salt, they will differ 
on the emphasis which is to be laid on the fundamentals 
and on the practical aspects. I always found that though 
Stawell upheld the clinical side, there was a sweet 
reasonableness with him and a desire to find a working 
compromise. He could win gracefully and he could lose 
gracefully. Amongst many features of our curriculum, 
due directly to his advocacy, I would mention the com- 
pletion of supplementaries before the end of the third 
year so that the student could proceed to his hospital with 
time and attention completely free from any demands 
other than his clinical instruction. This reform was at a 
later date copied by the other faculties in the university. 
Another and very important influence was his insistence 
on the full measure of training in medicine and surgery 
uninterrupted by the minor specialties. When he relin- 
quished membership of the faculty the extent of his 
restraining authority was evident by the emergence of 
claims excitedly advocated, which, if adopted, would have 
necessitated an eight or nine yéars’ curriculum. Over 
and above these and other particular services was the 
pervading influence of a dominant personality, a quick 
and flexible intellect, with the fine edge which only highly 
tempered metal can produce and retain, a disarming 
candour, a lively sense of humour and a fastidious atten- 
tion to the rules and amenities of courtly gesture and 
address. 

Colonel R. M. Downes, C.M.G., President of the Victorian 
Branch of the British Medical Association, writes: 

One’s first impressions come from the gods. To be in 
“Dicky” Stawell’s class in the second year of medicine at 
the Melbourne Hospital was to be among the elect. Could 
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anyone be more wonderful, as convincing, such an inspira- 
tion to do better than one’s best, or cause the hapless 
student to feel more crushed when his righteous “indigna- 
tion at some stupidity forced out his “Oh, you idiot!” to 
be soon followed by his disarming smile and “I’m sorry”, 
“But don’t you see?” How we hung on his every word 
and tried to attune our minds to his wonderful deductive 
manner of positively diagnosing every case. And the 
never-to-be-forgotten invitations to his house, when he 
became an ordinary mortal, crowned by our amazement 
when he told us how he had failed in his first year 
medicine. “But I won the doubles championship of 
Victoria” was his explanation. There have been great 
teachers in numbers, but there must have been few who 
inspired the hero-worship of which he was the unanimous 
recipient. 

In the finai year of the course his Sunday morning 
classes at the Children’s Hospital, stolen from the little 
leisure he might have been thought to have earned, were 
of an abiding value that none of those who attended can 
ever forget so long as they and medicine march together. 
His ascendancy as a teacher, and particularly as an 
inspirer of sound clinical thought, was remarkable. His 
life was one of widespread service and sacrifice. Apart 
from what he gave to the sick poor, the ailing medical 
men and their families, his war service cost him much, 
sentimentally and materially. 

When he reached a time of life when some leisure was 
his meed, he was always ready to come forward for 
committees, repatriation tribunals and advisory bodies, 
consultations on public hospital patients, public speeches 
and divers other fatiguing and irksome tasks. Even his 
last high appointment was obviously a great tax on his 
physique, and all for the good of his fellow professionals. 

A patrician, a scholar, a hero, the soul of honour, and 
a giant in the whole medical world, he was a figure the 
like of which we cannot expect to see again. Vale atque 
valete. 


Dr. J. Newman Morris, Chairman of Committees, and 
Colonel R. M. Downes, President, of the Victorian Branch 
of the British Medical Association, write: 


Sir Richard Stawell’s devotion to the interests of his 
profession endured throughout his life, and the loss of 
his help and leadership is a severe one. 

His long term of official service, lasting for twenty-one 
years, did not exhaust his intense interest in all that 
concerned his colleagues, and he continued to give his 
time and service freely and willingly to promote their 
welfare. 

He had a firm belief in the work which the medical 
profession can do for humanity, and that the interests of 
the public as well as the honour of his profession were 
involved in the activities of the British Medical 
Association. He kept in constant touch with all the move- 
ments of the Council of the Branch. He had taken part 
as a Victorian representative in the formation of the 
Federal Committee in 1912 and in the later amalgamation 
of the New South Wales and Victorian medical journals. 
His interest in Federal medical matters was abiding, and 
his qualities of leadership were recognized throughout 
Australia. 

Very frequently we would seek his opinion on matters 
that were concerning us, and all questions received the 
same genuine and thorough study and sympathy which 
marked his professional work. His daily life was very 
full, but he still gave a great deal of time to hospital 
management, medical education and other matters of 
public interest in which the affairs of the medical profes- 
sion were concerned. He took a leading part in the 
formation of such bodies as the Council of Mental Hygiene 
and the Council of Social Training. But he was always 
so ready to give his help and always so careful to seek 
the fullest and most accurate information before giving 
his opinion. Often he would ask people to lunch with 


him and discuss matters under consideration. His 
criticism was just and helpful, his encouragement and 
commendation very stimulating. 

When the duty of nominating the President of the 
British Medical Association for 1935-1936 fell to the 


Victorian Branch, we turned with one mind to Sir Richard, 
proud that we had such a man to offer., He honoured the 
whole Association in accepting the position of President- 
Elect, and his place will indeed be hard to fill. 


The Branch Council on April 29 passed this resolution: 


That the Council place on record its great sorrow at 
the death of Sir Richard Stawell, the President-Elect 
of the Association, who has throughout his profes- 
sional life rendered conspicuous services to the 
Association and to the medical profession. 

A member of the Branch since 1893, of the Council 
from 1896 to 1917, he was an editor of the Intercolonial 
Medical Journal frém 1898 to 1900, President of the 
Branch in 1910, a post-graduate lecturer, and has acted 
on many subcommittees. 

His outstanding ability as a clinical teacher, with 
his power of inspiring thoroughness in examination 
and logical deduction has been of untold value to the 
medical school. 

His appointment as President-Elect of the Associa- 
tion was acclaimed by the members throughout 
Australia, and the loss of his gracious and commanding 
personality is keenly felt as a bereavement by the 
whole of the profession. 

The deep sympathy of the Branch is extended to 
Lady Stawell and family. 


Dr. J. C. V. Behan, of Trinity College, Melbourne, writes: 


During his undergraduate days Sir Richard was a 
student of Trinity College, whose foundation, at a com- 
paratively early stage in the development of the University 
of Melbourne, was brought about by the activities of a 


-small group of men—including his father, the late Sir 


William Stawell—animated by a profound belief in the 
value of the collegiate system. There is a singular 
appropriateness ‘in the fact that the son of so distinguished 
a father should himself rank as one of the most dis- 
tinguished graduates of Trinity. As a student Sir Richard 
entered into the full tide of college activities. In each of 
five successive contests he represented Trinity against 
Ormond in tennis and helped to win an unbroken series 
of victories. During the last thirty years of his life he 
again served the college as a member of its governing body. 
For his duties as a member of the Council of Trinity he 
was at all times ready to set aside an afternoon or evening 
out of a busy professional life, and the fact that in later 
years his great reputation in the community at large 
caused other duties of a public kind to crowd in upon him 
made no difference to his willingness to make what now 
became a very definite sacrifice for the good of his old 
college. At the council board, as in other places, his 
influence was profound, partly because of his genuine 
love for Trinity, partly because he spoke only upon careful 
examination of and reflection upon the issues at stake, 
but mainly because his outlook upon those issues was 
invariably broad, liberal and judicial. It was therefore 
with the utmost regret that the governing body learned, 
a few months before his death, that he proposed to resign 
his seat. Strong efforts were made to induce him to 
reconsider his decision, but the necessity of husbanding 
his energies, at least until his year of office as President 
of the British Medical Association had expired, caused 
him to adhere to his original intention. 


Correspondence, 


THE VALUE OF NUX VOMICA TREATMENT. 


Sm: Dr. Felix Arden is to be congratulated upon his 
modest presentation of the results of an inquiry into the 
therapeutic value of Nux Vomica. I have shared with 
others the doubts as to the efficacy of strychnine hypo- 
dermically as a restorative, but we must remember that 
it is often given in conditions that are desperate. On the 
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other hand, I have reason to have a high regard still 
for tonie syrups, so many of which contain the alkaloid. 
The syrup of the hypophosphites disguised with Essentia 
Calisaya, or Syrupus Tripler (A.P.F.), have both held 
their own in my opinion against a host of proprietary 
preparations. The suggestion that the action of Nur 
Vomica sensitizes rather than stimulates the cord allows 
us to conjecture that the field of receptivity is widened 
so that the clamour and statics of the splanchnic com- 
munity is howled down, greatly to the relief of the 


receptor, who can then feel that he has resumed his place 


in Hegel’s world—exchanged the peristaltic for the 
gestaltic. 
Yours, etc., 
Wickham House, A. C. F. HAtrorp. 
Wickham Terrace, 
Brisbane, 
May 4, 1935. 


THE MENTAL HOSPITALS OF NEW SOUTH WALES. 


Sm: I would ask to be allowed to make some remarks 
upon your article “The Mental Hospitals of New South 
Wales” in the journal of April 27. 

This article, although containing some substratum of 
truth, is misleading. Your statement that “the mental 
patients of New South Wales are, in a large measure, 
being cruelly and shamefully neglected” is incorrect. 

Admitting that there is a tremendous lot to be done 
before things in any way approach the ideal, the Minister 
for Health and Dr. Hogg (in spite of his “blasted hopes’’) 
have achieved much in a short time. 

During the year 1934 there were 9,981 patients in 
residence and the total expenditure was £552,722, of which 
about one-sixth was collected for maintenance from the 
patients’ estates. 

Within the last three years more than £200,000 have 
been spent upon buildings to increase the accommodation. 
Since July, 1928, accommodation for over 1,590 beds has 
been provided by the erection of new buildings, for 390 
beds by remodelling old buildings, and in June, 1934, 
accommodation for a further 397 beds was being made 
available in buildings as then not occupied or in course 
of construction. 

During the year 1933-1934 and 1934-1935 the staffs of 
these hospitals have been increased by 200, at an annual 
cost of over £30,000. Although much more is necessary 
both in improving and staffing the wards, could any 
Minister for Health or Inspector-General do more in the 
time? 

This initial expenditure renders unjustified your 
accusation of “cruel and shameful neglect”. True, the 
wooden buildings at Parramatta are a constant cause of 
nightmare to those in authority. It was true that about 
700 patients in Parramatta were accommodated in 
weatherboard structures. Before your article was pub- 
lished, about 300 of these patients were moved elsewhere, 
and the weatherboard buildings were in process of being 
pulled down to be replaced by brick buildings, at a cost 
of £20,000. 

It is true that better accommodation is needed for 
tubercular patients. At this and some other hospitals 
there are isolation blocks for these. Unfortunately, 
because of mental causes, not all patients can be placed 
in these wards. New wards for those suffering from 
tubercular disease are now being built at Orange. 

Is a death roll of 17 from tuberculosis great among a 
class of people with greatly lower resistance as mental 
deficients, primary dements and advanced dements? 
Seventeen is the lowest I can find recorded, the average 
for the last six years being almost double this, indicating 
that the Government and the Department are not so 
indifferent as you imply. 

Your remarks re the Master in Lunacy’s collections are 
no more justified than your closing one of the “cruelly 
and shamefully neglected”. The Master in Lunacy’s office 
has nothing in mind but the welfare of the patients, and 
without its aid many patients would be entirely ruined. 


I apologize for the length of this. letter, which is due 
to your biased view. 

The help of your journal in bringing about long-needed 
and overdue improvements would be appreciated, but your 
criticism must be consistent with facts and not read like 
political propaganda. 


Yours, etc., 
G. P. U. Prior. 
Mental Hospital, 
Parramatta, 
May 4, 1935. 


Che Ropal Australasian College 
of Surgeons, 


THE next meeting of the Board of Censors of the Royal 
Australasian College of Surgeons will be held in 
September, 1935. Candidates who desire to present them- 
selves at this meeting should apply to the Censor-in-Chief 
for permission to do so on or before June 30, 1935. The 
appropriate forms are available at the College building, 
Spring Street, Melbourne, and at the offices of the various 
State secretaries. 


<i 


THE GEORGE MACDONALD TESTIMONIAL FUND. 


Tue undermentioned subscriptions have been received 
for the George Macdonald Testimonial Fund: 


£5 5s.: Professor D. A. Welsh. 

£3 3s.: Dr. E. V. Barling, Dr. Keith Inglis. 

£2 2s.: Dr. A. S. Walker. 

£1 1s.: Dr. A. Graham Butler, Dr. G. A. Brookes, Dr. 


A. M. Welsh, Dr. and Mrs. I. M. Mackerras. 


Books Received. 


HYGIENE FOR NURSES, by John Guy, M.D., D.P.H., F.R.C.P., 
and G. J. I. Linklater, O.B.E., M.D., D.P.H., D.T.M. and H., 
M.R.C.P.; Third Edition; 1935. ‘Edinburgh : E. ana S. 
Livingstone. Crown 8vo., pp. 211. Price: 5s. net. 


THE INTERACTION OF THE LYMPH AND _ BLOOD 
GLANDS, by D. Montgomerie Paton, L.R.C.P. et S. (Edin- 
burgh), etc.; 1935. London: Bailliére, Tindall and Cox. 
Crown 8vo., pp. 146. Price: 6s. 

DIABETES AND OBESITY, by Garfield G. 
Duncan, M.D., C.M., with an introduction by Thomas 
McCrae, M.D. ; "1935. Philadelphia : Lea and Febiger. Large 
Crown 8vo., pp. 215, with illustrations. 

PRACTICAL TALKS ON HEART DISEASE, by Geor L. 
Carlisle, M.D.; 1934. London: Bailliére, Tindall a Cen. 
Demy 8vo., pp. 153. Price: 9s. 

THE AUTONOMIC NERVOUS SYSTEM, by Albert Kuntz, 
Ph.D., M.D.; Second Edition, enlarg red and thoroughly 
revised ; 1935. London: Bailliére, Tindall and Cox. Medium 

‘ 8vo., pp. 697, with 73 engravings. Price: 35s. 

THE BIOCHEMISTRY OF THE EYE, by Arlington C. Krause, 
.A., Ph.D., M.D., F.A.LC.; 1934. Baltimore: The Johns 
Hopkins Press; London: Oxford University Press. Medium 
8vo., pp. 264. Price: $3.25. 

THE ROMANCE OF EXPLORATION AND EMERGENCY 
FIRST-AID FROM STANLEY TO BYRD; 1934. London: 
Burroughs, Wellcome and Company (U.S.A. Inc.). Large 
crown 8Vvo., pp. 

A SHORT HISTORY OF Sree MEDICINE, by J. 
Snowman, M. M.R.C.P. London: John Bale, 
Sons and Danielsson, Limited. 8vo., pp. 94. Price: 
3s. 6d. net. 

AND TREATMENT W. Eldon Tucker, 

B.Ch. R.C.S.; 1935. Londo H. K. Lewis and 
Limited. Demy 8vo., pp. 173, ‘with 80 illustrations. 
Price: 9s. net. 

mans OF ANASSTHETICS, by W. Quarry Wood, M.D., 
F.R.C.S.E., with a chapter by J. Stuart Ross, M.B., Ch.B., 
F.R.C.S.E., and H. P. Fairlie, M.D.; Fourth Edition ; 1935. 
Edinburgh : B. and S. Livingstone.’ Crown 8vo., pp. 299. 
Price: 10s. 6d. net. 
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Hospitals Amendment Act, 1885. 


THE MEDICAL JOURNAL OF AUSTRALIA. 


May 18, 1935. 


Diarp for the Month. 


21.—New South Wales Branch, B.M.A.: Ethics Committee. 

May 21.—Tasmanian Branch, B.M.A.: Council. 

May 22.—Victorian Branch, B.M.A.: Council. 

May 23.—New South Wales Branch, B.M.A.: Clinical Meeting. 

May 24.—Queensland Branch, B.M.A.: Council. 

May 28.—New South Wales "Branch, "B.M.A.: Medical Politics 
Committee. 

May 30.—South Australian Branch, B.M.A.: Branch. 

May 30.—New South Wales Branch, B.M.A.: Branch. 

May 5i—ugenane Branch, B.M.A.: Bancroft Memorial 

cture. 

Junp 4.—Tasmanian Branch, B.M.A.: Council. 

JuNE 5.—Western Australian Braneh, B.M.A.: Council. 

June 5.—Victorian Branch, B.M.A.: "Branch. 

Jung 6.—South Australian Branch, B.M.A.: Council. 

JUNE 11.—New South Wales Branch, B.M.A.: Executive and 
Finance Committee. 

11.—Tasmanian Branch, B.M.A.: Branch. 

JuNE 14.—Queensland Branch, B.M.A.: Council. 

June 15.—Victorian Branch, 'B.M.A.: Branch. 

JuNE 18.—Tasmanian Branch, B.M.A.: Council 

JuNgE 18.—New South Wales Branch, B.M.A.: Ethics Committee. 


Wedical Appointments. 


Dr. A. H. E. Watson (B.M.A.) has been appointed 
Quarantine Officer at Edithburgh, South Australia, under 
the provisions of the Quarantine Act, 1908-1924. 

7 


Dr. T. H. Goddard (B.M.A.) has been appointed an 
Official Visitor to the Mental Hospital, New Norfolk, 
Tasmania, under the provisions of the Insane Persons 


Dr. A. A. Wearn (B.M.A.) has been appointed Govern- 
ment Medical Officer at Woodburn, New South Wales. 


Dr. J. Halliday (B.M.A.) has been temporarily appointed 
a Member of the Boards of Official Visitors to the Mental 
Hospital at Cook’s River, New South Wales. 


Dr. S. Krantz has been appointed Honorary Clinical 

Assistant to the Surgical Section of the Adelaide Hospital, 

Adelaide, South Australia. 


Dr. L. W. Linn (B.M.A.) has been appointed Honorary 
Clinical Assistant to the Vaccine and Asthma Clinic, 
Adelaide Hospital, Adelaide, South Australia. 

* 


Dr. C. T. Turner (B.M.A.) has been appointed Medical 
Officer, Mount Gambier Gaol, South Australia. 


Wevical Appointments Vacant, ete. 


For announcements of vacant, assistants, 
locum tenentes sought, etc. vertiser”, pages xviii, xix. 


CantTerBuRY District Memortat HospitaL, CAMPSIE, NEW 
Wates: Medical Superintendent. 

CHILpREN’s HosprTat (INCORPORATED), PERTH, WESTERN 
AvustTratia: Junior Resident Medical Officer. 

COMMONWEALTH DEPARTMENT OF HEALTH, CANBERRA, 
FeperaL Territory: Medical Assistant. 

Hosart Pusiic Hosprrat, Hopart, TASMANIA: Deputy 
Superintendent. 

LAUNCESTON Pusiic Hosprrat, LAUNCESTON, TASMANIA: 
Resident Medical Officer. 


MarysoroucnH Hospitats BoArD, MARYBOROUGH, QUEENS-. 


LAND: Assistant Resident Medical Officer. 

Renwick HospiTat ror INFANTS, SUMMER HILL, New SoutH 
Wates: Honorary Morbid Anatomist. 

Royat MetsourNe MHosprirat, MELBOURNE, VICTORIA: 
Honorary Officers. 

District HospiraLt, Trroopurra, New 
Wates: Resident Medical Officer. 

THe Quren’s (MATERNITY) Home, INcoRPORATED, Rose Park, 
Sourn AusTRALtA: Resident House Surgeon. 

VicrorIAN Eye anp Ear Hospirat, MELBOURNE, VICTORIA: 
Resident Surgeons, Post-Graduates. 


Medical Appointments: Important Motice, 


MEDICAL practitioners are requested not to apply for any 
appointment referred to in the following table without having 
first communicated with the Honorary Secretary of the Branch 
named in the first column, or with the Medical Secretary of the 
British Medical Association, Tavistock Square, London, W.C.1. 


BRANCH. APPOINTMENTS. 


Australian Natives’ Association. 

Ashfield and United Friendly 
Societies’ Dispensa 

Friendly Societies’ Dis- 


New SoutH Wa.gs: Friendly. Society 
Honorary Secretary,| Leichhardt and United 
135, Macquarie Street, Friendly Societies’ Dispensa: 
Sydney. Manchester Unity Medical =a Dispen- 
sing Institute, Oxford Street, Sydney. 
North Sydney Friendly Societies’ Dis- 
pensary Limit 
People’s Prudential Assurance Company 
Limited. 
Phenix Mutual Provident Society. 


es at Casino. 


All Institutes or Medical Dispensaries. 

Victorian : Honorary] Australian Prudential Association, Pro- 
tary, Medical prietary,, Limited. 

Society Hall, East| Mutual National Provident Club. 


Melbourne. National Provident Association. 
Hospital or other appointments outside 
Victoria. 


Brisbane Associate Friendly Societies’ 
Medical Institute. 

Chillagoe Hospital. 

QUEENSLAND: Honor-| Members ting LODGE  appoint- 

ary Secretary, B.M.A. ment and ose desiring to accept 

Building, Adelaide appointments to any oO RY 
Street, Brisbane. SPITAL, are advised, in their own 

interests, to submit a copy of their 

Agreement to the Council before 

signing. 


Health, District Council of 


SoutH AUSTRALIAN: Elli 
Sqeretary, 207, North Lode Appointments in South Aus- 
ali 


Terrace, Adelaide. r 
All Contract Practice Appointments in 


South Australia. 


Western Auvs- 
TRALIAN: Honorary} All Contract Practice Appointments in 
Secretary, = Saint Western Australia. 

George's 


Pe 


NEW ZEALAND (Wel- 
lington Division) :| Friendly Society Lodges,  _Wellington, 
New Zealand. 


Hono Secretary, 
Wellington. 


Editorial Motices. 


MANuscriPts forwarded to the office of this journal cannot 
under any circumstances be returned. Original articles for- 
warded for publication are understood to be offered to Tu 
— JOURNAL OF AUSTRALIA alone, unless the contrary be 
sta 

All communications should be addressed to “The Editor’, 
THe MEDICAL JOURNAL OF AusTRALIA, The Printi House, 
Seamer Street, Glebe, New South Wales. (Telephones: 
MW 2651-2.) 

Members and subscribers are requested to notify the Manager. 
THe MeEpDIcCAL JOURNAL oF AuUsTRALIA, Seamer Street, Glebe, 
New South Wales, without delay, of any irregularity in the 
delivery of this journal. The management cannot accept any 
responsibility or recognize any claim arising out of non-receipt of 
journals unless such a notification is received within one month. 


SupscripTion Rates.—Medical students and others not 
receiving THe MepicaL JOURNAL OF AUSTRALIA in virtue of 
membership of the Branches of the British Medical Association 
in the Commonwealth can become subscribers to the journal by 
applying to the Manager or through the usual agents and book- 
sellers. Subscriptions can commence at the beginning of 
uarter and are renewable on Decem . The rates are £ 
or Australia and £2 is. abroad per annum payable in advance. 
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